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I 


HIS is a preliminary communication dealing with a part of a study, 

which was undertaken in an attempt to investigate some of the 
more intimate relationships which might exist between the various 
aspects of the life of those women who, after having achieved mother- 
hood physiologically, are unable to rise to the same level psycho- 
logically and finally present a picture of disintegration of their re- 
spective personalities. 

The observation that certain women show mental symptoms during 
the puerperium is old. Hippocrates (in his book on Epidemics III, 
17, 14) describes a ease of difficult labor of a woman who bore twins. 
Immediately after labor she became acutely confused; she soon be- 
came maniacal and towards the end of the seventeenth day she had 
convulsions with loss of consciousness, and died. 

It is not impossible that this was a case of puerperal infection with 
delirium ; but it is noteworthy that no mention is made of fever in this 
description made by that excellent ancient clinician, whose observa- 
tions on fevers were always very keen and precise. 

The pathologie mental changes related to childbirth did not escape 
Soranus, the leading obstetrician and gynecologist of the ancient 
world, who also was an accomplished psychiatrist. No detailed ob- 
servations and studies were made, however, until the middle of the 
past century. 

In 1856 Mareé made an earnest clinical study and published a book 
on the “‘Insanity of Women During Pregnancy, Puerperium and Lac- 
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tation.’’ It is noteworthy that as a result of his studies Mareé came 


to the following definite conclusion: ‘‘There is no form of insanity 
which may not occur in relation to the puerperium; the various forms 
(occurring in relation to the puerperium) present nothing speeifie.’’ 
Yet the terms puerperal mania, puerperal insanity, mania lactea, con- 
tinue to be used. As Strecker pointed out quite forcibly in 1926, the 
term, if we mean to designate by it a special clinical form of mental 
disease, is a misnomer and out of date. 

In this communication by the term puerperal psychosis is meant 
merely a mental disorder which develops in relation to and usually 
following childbirth. Three-quarters of a century of observations and 
study leave no doubt that childbirth plays in some way the rdle of 
causative agent in the development of certain psychoses in women. 

The literature on the subject is very abundant, and it is replete with 
speculations as to the possible etiology of puerperal psychoses. A 
number of observers follow Olshausen who divided these psychoses 
into three groups: the toxic, the infectious, and the idiopathic. It is 
a certain part of this last group which represents the subject matter 
of this communication, for in the toxie and infectious psychoses, preg- 
naney and childbirth play a secondary part, if any, and they differ 
little, if at all, from other organic deliria, which are met with in 
nulliparous women as well as in men. 

A number of workers, in search for causes of puerperal mental dis- 
orders called attention to the various physiologic changes which occur 
during pregnancy and childbirth and viewed these changes as pos- 
sible etiologic factors in the production of puerperal mental disorders. 
Anton, who reviewed and summarized the findings bearing upon the 
subject, points out the many stresses to which the cardionephritie and 
endocrine systems are subject during pregnancy; he mentions the 
changes in the activity of the liver and the effect of the latter on the 
thyroid gland; he also reminds us of the observation that women who 
become pregnant in early youth preserve for a long time their im- 
mature body forms, a phenomenon suggestive of the profound influ- 
ence pregnancy exercises on the development of the individual. Preg- 
nancy, as Anton aptly expresses it, is an acutely developing puberty, 
which later becomes complicated by the action of fetal and placental 
toxins. Moreover, the sudden physiologic changes occurring during 
the act of childbirth are of great moment; they represent a real revo- 
lution in the functioning of the whole organism: the sudden rise of 
blood pressure, the great loss of blood, the formation of numerous 
minute emboli, the formation of multiple thromboses in the plexus 
pampiniformis bring about a sudden and stressing rearrangement of 
bodily functions, which tax the adaptive capacity of the woman. In 
addition to these changes, mention must be made of the definite 
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toxicity of placental serum, which according to Veit, Freund and Mohr 
add to the stresses experienced by the gravid and particularly by the 
parturient woman. 

The importance of all these factors in their relation to the psychic 
equilibrium is not to be underestimated; psychoses (outside organic 
deliria) developing on the basis of profound physiologic changes are 
not unknown. As an illustration one may mention the studies of 
Haberkant, who found a eertain relationship between osteomalacia 
and dementia precox, and Sittig, who in recent years, made a restudy 
of certain characteristies of the mental disorders which occur in the 
wake of eclampsia. 

Leaving aside such very definite pathologie and organically con- 
ditioned predispositions as osteomalacia and eclampsia, it would seem 
legitimate to make the following inquiry: the cardiovascular and en- 
docrinologie changes in pregnaney, childbirth, and lactation being nor- 
mal physiologic deviations, why is it that some women pass unscathed 
even through the severest forms of these deviations, while others 
react even to the mildest forms of them by a profound and pathologie 
change in their psyehie functions? 

An answer suggests itself: apparently the psychie resistance of such 
women is too low to withstand the impact of childbirth in all its 
stages. This answer would imply the assumption that there must 
exist certain signs of low psychic resistance, signs which one might 
perhaps recognize before the catastrophic reaction in the form of a 
mental disease becomes evident. The search for such possible signs in 
relation to malignant, that is chronic, incurable, puerperal mental dis- 
orders, stimulated the present study. 


Il 


Puerperal psychoses are not rare. The morbidity is rather high; 
de Forest found one psychosis in every four hundred confinements. A 
tabulation of the reports of a number of observers, covering a total 
of ten thousand psychotie women, shows that 8.7 per cent belonged to 
the puerperal group. (See Table I.) The figures are lower for the 
State of New York; here puerperal psychoses present 3 per cent to 
4 per cent of the total of first admissions to the State Hospitals (Table 
Il). The contrast between the two figures may be at least partly ae- 
counted for by the fact that the data for the New York State Hospital 
System cover only first admissions. 

A statistical study of the puerperal psychoses brings to light another 
noteworthy fact; it appears that childbirth is the most critical factor 
in the precipitation of the mental disorders studied (Table III): only 
from 3 per cent to 23 per cent of all mental disorders related to gesta- 
tion and childbirth occur during pregnancy ; 6 per cent to 45 per cent 
occur during lactation, while the figures for the puerperium are 40 per 
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If we take into consideration that a number of 


the psychoses in question develop very insidiously and have a long 
prodromal period, we shall be justified in assuming that a part of the 
psychoses which come into evidence during lactation began actually 
in the puerperium, and the proportion of psychoses directly related to 
childbirth would seem to be even higher than the figures cited. 


TABLE I. INCIDENCE OF PsyCHOSES RELATED TO PREGNANCY, CHILDBIRTH, AND 
LACTATION 
OBSERVERS NUMBER OF 
OR WOMEN RELATED £0 PER CENT 

HOSPITALS ADMISSIONS PR., Cll., & LACT. 
Tedler 889 70 7.8 
Glasgow Asyl. 316 25 7.9 
Leidesdorf 200 20 10.0 
Holm 1063 143 13.4 
Luebben 4184 181 15.3 
Charite 508 86 16.8 
Ripping 780 168 21.6 
Hoche 2454 211 8.6 
Totals 10394 904 8.7 


TABLE II. New York State HospiTaus’ First ADMISSIONS (WOMEN) 


YEAR ADMISSIONS PUERPERAL CASES PER CENT 
1916/17 3272 122 3.7 
1917/18 3267 119 3.6 
1918/19 3264 94 2.9 
1919/20 3209 123 3.8 
1920/21 3274 102 3.1 
TABLE III. INciDeENcE OF PsycHoses DurING PREGNANCY, PUERPERIUM, AND 
LACTATION 
OBSERVERS OR NUMBER Yo FOR Yo FOR Yo FOR 
HOSPITALS OF PERIOD OF PERIOD OF PERIOD OF 
CASES PREGNANCY PUERPERIUM LACTATION 
\ Vienna 140 21.4 70.0 8.6 
Anton Graz 66 9.0 45.5 45.5 
| Halle 111 9.6 61.4 29.0 
Ashaffenburg 132 22.7 57.6 19.7 
Behr 100 3.0 77.0 20.0 
Fiirstner 34 14.7 61.7 23.6 
Gundry 56 12.5 51.8 35.7 
Hanwell 43 ¢ 9.3 60.5 30.2 
Herzer 221 21.2 47.0 31.8 
Hoche 211 11.3 44.0 42.1 
Holm 145 17.9 40.0 42.1 
Macdonald 66 6.2 66.0 272 
Mareé 79 22.8 52.0 25.2 
Menzies 140 21.4 45.7 32.0 
N. Y. State Hosp. 

1919-1921 225 14.2 78.6 6.4 
Quensel 112 16.7 45.5 25.0 
Ripping 168 19.0 53.0 28.0 
Siemerling 332 3.0 86.0 10.0 
Tuke 155 18.0 47.2 34.8 
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As to the malignant type of puerperal psychoses, it is met with quite 
frequently. Of the 97 cases studied by Quensel 57, or more than half, 
failed to recover; 24 per cent of Strecker’s cases belonged to the 
schizophrenic group (dementia precox) ; failure of recovery was noted 
by Hoppe.in 36 per cent and by Aschaffenburg in 47 per cent of the 
puerperal eases. In other words one-quarter to one-half of the cases 
show a malignant reaction. 


Ill 


If we turn now to a detailed study of the cases which develop 
malignant psychotie reactions to childbirth, we find that their pre- 
psychotic histories have some points in common. 

A typical ease may serve as a first illustration and will be cited, 
therefore, with some detail: 


Case 1.—The patient, the wife of a subway employee, was thirty years old when 
admitted to the hospital. Upon admission she appeared quiet and composed, some- 
what reserved; she expressed definite antagonism towards her husband; she spoke 
of him as being ‘‘ugly,’’ inconsiderate; she believed that he was drinking heavily 
(all this was not borne out by facts); she was oriented in all spheres and later 
admitted that she had auditory hallucinations; the ‘‘voices’’ were telling her some- 
thing about her children and reminded her particularly about the bad behavior 
of her husband. : 

Her physical condition was satisfactory, except for being somewhat underweight, 
and her hearing was impaired because of cerumen. All laboratory findings were 
negative. 

She was of Irish stock. Her father died of cancer of the tongue; a brother 
died of pulmonary tuberculosis at the age of twenty-one. Two other siblings 
died in infaney; patient’s mother and one sister were very reserved, unemotional 
and secretive individuals. 

The patient’s infancy and childhood were uneventful. She had always been a 
quiet, reserved, shut-in girl, and since the age of eight or ten she had the habit of 
hiding herself in a corner and brooding and erying, without ever explaining the 
cause of her tears; this habit of apparently causeless erying she carried over into 
adulthood. 

She has been well physically most of her life. At the age of twelve, she had 
measles; at twenty-four she had an uncomplicated attack of influenza. She never 
lost her habit of bed wetting until the time of her marriage at the age of twenty- 
seven. 

She never did well at school, but worked hard and graduated at the normal 
age. She was seclusive in school, and made few if any friends; she did not get 
along well with her playmates and early (since the age of fifteen or sixteen) became 
interested in chureh activities to the exclusion of anything else (she was a Roman 
Catholic). She was very devout and her ambition was to devote herself to ‘‘higher 
life,’’ i.e., to become a nun. 

She menstruated at thirteen; menstrual periods were always regular and normal. 
She never played with boys; she was not interested in them and had no love affairs 
until the time of her marriage. 

At twenty-four she entered a convent. It was the time of an epidemic of in- 
fluenza, and the patient, in addition to doing fervently her religious duties, worked 
hard attending the many sick; she slept very little. After three or four weeks she, 


- 


150 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


sick herself, appeared restless; she said she had a vision of the Sacred Heart and 
heard it calling her. She was sent home to her mother.. She spent a little less than 
three weeks in a State Hospital and returned home recovered. She remained well 
until the time of her second admission six years later. 

She was refused readmission to the convent. She was deeply disappointed, and 
brooded a little. She soon found a job and did well, as she always did on other 
jobs; she met the young man who later became her husband. During the two years 
of courtship, the patient continued her church activities with renewed interest; she 
was quite reserved with her fiancee; she would not stay out with him later than ten 
o’clock in the evening; she showed little affection; would not permit him to kiss 
her until the time of the formal engagement and would not permit him to put his 
arms around her. She accepted married life without passion. 

However, she was a cheerful, happy housewife. She conceived soon, bore her 
pregnancy well, and was delivered of a normal, full-term baby within the first year of 
her married life. During the first three days of the puerperium, she developed a 
fever; her temperature is said to have risen to 104° F. She was delirious. She 
insisted that she had no ehild or husband, that the child belonged to some one else. 
She recovered from her physical illness within four weeks after childbirth. She 
returned home, resumed her duties of housewife, and nursed her baby, but she com- 
plained that the nurses in the hospital were talking about her. She insisted that 
her husband interfere and put an end to the neighbors talking about her. She 
quarrelled with her husband. Her usual sexual frigidity now expressed itself 
actively; she refused to have sexual relations with her husband. She complained of 
auditory hallucinations; the ‘‘voices’’ told her to kill her husband. On one or two 
oceasions she reluctantly permitted sexual intercourse and conceived again. Her 
mental symptoms became aggravated; after an uneventful pregnancy and child- 
birth, she refused to sleep in the same room with her husband; she would stay 
up until 2 A.M. washing and rewashing one and the same piece of clothing or a 
plate, while neglecting her household duties. She would appear almost normal in the 
absence of her husband, but as soon as he would appear, she would become tense 
and irritated, would accuse him of drunkenness and infidelity; she became aggressive 
and threatened to kill him; she was finally taken to a State Hospital. 

There she spoke of her husband as being insane. She wanted a separation from 
him. She ealled herself ‘fan apostate novice.’’ At first she was cooperative, re- 
served, and quiet. She adapted herself well to hospital life; she soon entered an 
excitement during which she spoke, using a number of neologisms; she said her 
husband had a weak stomach; on several occasions she said ‘‘I want sexual inter- 
course; I have the desire of ten.’’ She thought she was pregnant and was to ‘‘have 
a ehild by God’s will, pregnant without intercourse.’’ Her sexual feeling she per- 
ceived in the abdomen and not in her genitalia. She said spontaneously: ‘‘I never 
hit my husband in his privates; they think I did.’’ 

She grew progressively more active, then calmed down. She died two and one- 
half years later of an acute intestinal disorder, while still in the hospital and with- 
out showing any mental improvement. 


The feature that first strikes our attention in this case is the con- 
stitutional phychologie type, the so-called make-up of the patient’s 
personality, which belongs to the schizoid group. 

The concept of schizoid personality was introduced in recent years 
by Kertschmer and later elaborated by Bleuler. According to Bleuler, 
the schizoid personality is reserved, reticent, not infrequently seecre- 
tive, unsocial; such a personality reveals little of his or her inner life, 
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is given to day dreams, makes few friends, and, as a rule, one finds that 
people who had known a schizoid individual for years, are surprised 
at times to find how little they actually know such a person. The 
schizoid in contradistinetion to the syntonie personality has an inner 
world of his own, a world which is apart from, and usually at variance 
with, the world of reality. The syntonic is always in harmony with 
the outer world, i.e., his environment; he is happy when the world 
around him is happy; he is sad when the world around him is sad; he 
is naturally emotional, responsive, alive to everything that is going on 
around him. The schizoid, on the other hand, shuns an intimate contact 
with reality ; he gives the impression of emotional bluntness; he is awk- 
ward in showing or unwilling to express his feelings; he is not affection- 
ate or demonstrative. He is stubborn as a rule. August Hoch, inde- 
pendently of Bleuler, observed and studied the differences in the 
make-up of these two larger classes; he designated them as the class of 
the shut-in and the class of frank and open personalities. 

It has been shown that if a schizoid person under sufficient stress 
develops a mental disorder, the latter is usually a schizophrenic, and 
as a rule, a chronie, deteriorating psychosis. 

One finds a rather striking predominance of schizoid features in 
the case cited above, and her psychosis was of the type which one 
would expect in an individual of this kind. In this connection, one 
may recall the patient’s inability to get along with others, and her 
childhood habit of staying alone and brooding and erying. Her 
chronic bed wetting is of significance; apparently she suffered some 
kind of arrest in her psychophysiologic development, and she thus 
brought into adult life an infantile habit; various signs of such an 
arrest in development were not infrequently found in the eases studied. 

Of no lesser importance than the patient’s constitutional make-up 
is the story of her sexual development and adaptation. 

She never cared for boys. She was always frigid, before and during 
married life. Her life ideal was never marriage and motherhood; it 
was rather a religious, ascetic ideal—a denial of sexual life. 

The episode which coincided with or followed her attack of infiu- 
enza, in view of its briefness, the visual hallucinations and promptness 
of recovery as soon as the patient regained her physical strength, is 
undoubtedly to be considered a delirial incident in a physical illness 
and as having no bearing on the malignant psychosis which she de- 
veloped five or six years later, following childbirth. 

As to the brief period of high temperature early in the puerperium, 
it cannot obviously be considered as the cause of a severe incurable 
psychotic reaction Moreover, other cases in our series developed sim- 
ilar psychoses without an initial period of high temperature. 


The term “schizophrenia” was introduced by Bleuler in 1911, supplanting the 
older term—dementia precox. 
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We may note in passing that antagonism against the husband, de- 
veloping acutely or gradually in the wake of childbirth, is a manifes. 
tation which can be invariably observed in every puerperal ease. 

The onset of the postpartum psychoses is not always sudden, and 
the symptoms are not always marked from the beginning. At times 
the patient’s sinking into a psychotie existence is so gradual that it 
escapes the attention of the relatives and becomes noticeable a long 
time after the patient left the care of the obstetrician. Another case 
will illustrate the facts more fully. 


Case 2.—A woman of twenty-seven was admitted to Bloomingdale Hospital, 
her husband accompanying her and telling that she has not been well for some 
time and that lately she became restless, unmanageable, and on one or two occasions 
assaultive (the assaults were made against the husband). She was uncommunicative 
and blocked in her speech so that her lips would move for several seconds before 
she would start a sentence. Her sensorium was clear. She looked sad and, after a 
great deal of effort on her part, expressed self-condemnatory ideas and said that 
she masturbated excessively. 

She was well developed and nourished; there was marked hypertrichosis of the 
lower extremities; otherwise the hair distribution was normal. The thyroid gland 
was palpable, but no signs of hyperthyroidism were observed. Her heart and lungs 
were negative. Alli laboratory findings were negative. 

The patient is of American-English descent. The paternal side consisted of a 
number of headstrong and very stubborn individuals. A paternal unele drank 
heavily and committed suicide at the age of fifty-six. The maternal grandfather 
drank heavily; one maternal aunt led a loose sexual life. The patient’s mother 
was a peculiar person: headstrong, stubborn, self-assertive; when she married the 
patient’s father, she took her cousin, a girl two or three years younger, to live in 
her home. 

She liked to drink and was frigid sexually. The intimacy with the girl was so 
great that the husband was neglected from the beginning. After the patient was 
born, the mother became very cruel with the cousin; she used to beat her and yet 
would not part with her and insisted on her sleeping in her bedroom and on sending 
the husband to sleep in another room. When the cousin finally found that she 
could not bear the cruelty of the woman and left her home, the patient’s mother 
left her husband and daughter. She never returned. The patient does not remember 
her mother. 

The patient was born a normal baby, after a difficult but not instrumental de- 
livery. Her infancy, childhood, and adolescence were uneventful. She graduated 
from high school and later received a college degree in domestic science. 

She was naturally silent, quiet, reticent, and reserved; rather stubborn; she never 
spoke of her own problems and nevér showed any tendency to unburden herself. 
She had but few and superficial friendships. She was but moderately religious. In 
the presence of men she was very reserved and excessively modest. She had 
masturbated since an early age; this habit continued through her married life and 
during her pregnancy. She was not interested in boys, and her husband was the 
first man whom she permitted to court her. The actual courtship lasted three years; 
they had known one another well for ten years. They married when the patient 
was twenty-five years old. She accepted sexual relations with great reticence; never 
took the initiative and would frequently avoid them. She never experienced any 
sexual gratification except through masturbation. She said she wanted to defer 
having a child because children should be raised in homes and not in apartments; 
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hence, she wanted to wait until they were able to afford to buy a house. She con- 
ceived ten months after marriage when the house was bought. Pregnancy was 
uneventful, except that she began to show a certain degree of irritability against 
her husband, a trait not in evidence before; on one occasion she said to her husband 
matter-of-factly that had her step-mother died before they were married, she would 
have preferred to stay single and take care of her father. 


Labor set in at term. It lasted thirty hours, but no instruments were used, and 
no complications ensued. The baby died within the first three hours. The patient 
took the death of the child calmly and always spoke about it without emotion. She 
returned home ten days after childbirth. Her husband noticed, while the patient 
was still in the hospital, that she had a gloomy look and wandering expression in 
her eyes. She developed almost suddenly a great interest in church work; began to 
show a tendency to being absorbed, as if day dreaming, and would frequently be- 
come tense and tremulous. She developed gradually self-accusatory ideas and refused 
to plan for another baby, saying that she was not certain which month of the year 
was better for a baby to be born. She would assume occasionally rigid postures. 
She remained in this condition for over eight or ten months and finally announced 
very quietly that she had to leave her husband. Shortly afterwards, she made an 
attack on him and was finally brought to Bloomingdale Hospital one year after 
childbirth. The course of her illness was that of a schizophrenic psychosis. 


In this ease, just as in the previous one, we find a definite schizoid 
make-up and a deviation as far as the life ideal of a normal woman is 
concerned: viz., this patient like the first cited would rather take care 
of her father than marry; the instinctive desire for motherhood was 
not a deeply-seated craving in her; she deferred having a child for as 
long as she could. During pregnancy, a gradually growing antagon- 
ism against her husband came into evidence, and the patient’s rather 
inadequate reaction to the death of her baby was quite characteristic ; 
furthermore, she too carried over into adulthood a habit of childhood 
of which she was unable to wean herself. She was a chronic mas- 
turbator. 


In addition to these points, which seem to enforce the impression 
that was gained from the first case, this case demonstrates a few 
supplementary findings which are met with in puerperal cases; the 
most prominent of them is the sexual maladjustment of the patient’s 
mother and the predominance of schizoid traits among the members 
of the family. Bleuler suggested that the syntonic and schizoid com- 
ponents of character present hereditary characteristics which are 
transmitted in accordance with the Mendelian law; if this is correct 
the family history of the patient gains additional interest. Aleohol- 
ism and suicide in the history are not to be overlooked. 

As it was pointed out above, this was a case of gradual, almost im- 
perceptible development of a mental disease; this eannot be em- 
phasized too much, because schizophrenias, as a rule, do not develop 
acutely, and it requires at times a great deal of vigilance and clinical 
alertness to recognize the danger signs of a forthcoming fatal break. 
It is generally admitted, however, by the majority of observers that 
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the postpartum malignant psychoses are more frequently character. 
ized by acute onsets than similar psychoses not related to childbirth. 

The following case illustrates the observations which have been 
made above and brings into light another fact of great importance in 
postpartum mental complications: 


Case 3.—The wife of a draftsmen was thirty-five vears old when admitted to 
Bloomingdale Hospital. She hallucinated freely; her talk was rambling and in- 
coherent; no memory defects were established. Her sensorium was clear, but she 
had no insight. 

She was rather underdeveloped and appeared to be moderately underweight, but 
physical examination was essentially negative. Her blocd pressure was 130/80. 
Laboratory findings were negative. 

The patient was born into a family of English descent. Her mother died while 
in labor, when the patient was nine years old. A maternal aunt, a woman of 
violent temper and uncontrollable habit of punishing the children, soon married the 
patient’s father. Another aunt died in a psychosis of five weeks’ duration. The 
patient ’s older sister suffered from tuberculosis. The other two sisters were high- 
strung and unstable individuals. 


The patient, although a full-term baby, weighed only a little over three pounds 
at birth. Artificial respiration was resorted to. She walked at the age of two 
and did not grow well until the age of nine. She had ‘‘the usual’’ childhood dis- 
eases and her menstrual history was uneventful. She had a very difficult time with 
her step-mother. As a child, she was, in general, hard to get along with; she seldom 
eried. Her school history was satisfactory, and after her graduation from high 
school, she took a course in commercial art and worked as a fashion artist until 
the age of twenty-five, at which time she was married after a courtship of a year 
and a half. 

She was an enthusiastic person, overenthusiastie over anything she happened to be 
interested in. However, she never had any love affairs; she was always shy in the 
presence of the opposite sex. After marriage her husband discovered that she 
had hardly any sexual demands. She was inclined to be of a suspicious disposition, 
and soon after marriage this trait of her character became accentuated. 

She conceived three months after marriage. She appeared satisfied during preg- 
nancy. A full-term baby was born without complications. The patient nursed the 
baby for about three months; at the end of this period, the baby had to be weaned, 
because it did not seem to do well on mother’s milk. The patient used to enjoy 
doing her housework well. At this time, however, she hired a housekeeper to take 
eare of the house and the baby and found for herself a position as a fashion artist. 
She began to spend a great deal of the time in her office working, until nine or 
ten in the evening; she would bring some work home and occupy herself little, if at 
all, with her family. However, she seemed satisfied. Six years later she conceived 
again. Pregnancy and labor were uneventful. On the third day after childbirth 
she became irritable, tried to prove to others that her memory was intact. She 
said her sister was not her sister; she heard voices of ‘‘ unknown guests’’ and of two 
little girls. She refused to do anything unless the voices approved of it. She soon 
became mute; had to be tube fed for seven weeks. She improved gradually, but 
the mental disorder, despite slight remissions, continued to progress. After several 
residences in small sanatoria, she was finally brought to Bloomingdale Hospital in 
the condition described above. A year later she was transferred to a State Hospital. 
She showed at that time signs of considerable deterioration which are characteristic 
of schizophrenia. 
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As has been said above, the family history, the personality, and the 
sexual history of the case just cited are quite typical. In addition, 
the following fact seems of interest. The patient began to show a 
lack of interest in her home and family as soon as she became a 
mother, but she adapted herself well; she found outside work, and the 
intensity of her inner antagonism against husband, home, and child 
was mitigated by the fact that she had found other interests and other 
sources of satisfaction Thus she was able to remain on a good menta! 
level for six years, i.e., as long as she was not called upon to become 
a mother again. However, her resistance, while higher than that of 
the other patients, whose story was given above, was not great enough 
to withstand the repetition of the stresses and strains of motherhood ; 
her constitutional and other limitations were a hindrance which she 
was unable to overcome a second time. 


As a last illustration another case will be eited: 


CAsE 4.—The patient, the wife of a magazine editor, was thirty-four years old 
when admitted to Bloomingdale Hospital. She appeared apprehensive and suspicious ; 
she was tearful and tense; had constant auditory hallucinations; she considered that 
her obstetrician was God and a British Lord. Her sensorium was clear. 


She was a small, rather underdeveloped woman; a soft, blowing, systolic murmur 
was heard at the apex of the heart; there was no cardiae enlargement. Lungs 
and neurologic examination were negative; laboratory findings were negative. 


She came from a family of Canadian farmers of Scotch-English descent; the 
family were very religious people. A brother died at fourteen of a sun stroke, and 
a sister died at fifteen of cardiac disease, following rheumatie fever. Another 
brother died at the age of twenty-one of unknown cause; the glands of his neck were 
swollen for two years previous to his death. 


The patient’s infancy and childhood were uneventful. Since a very early age, 
she became interested in church work and religious rituals. As early as at the age 
of five she had a vision of an angel and of the devil; this experience left an in- 
delible impression; she never forgot it. She has always been very devout and 
greatly attached to her mother. While very active in school and church work, she 
made few, if any, friends. Nobody seemed to know her intimately; she revealed 
nothing of her inner life; her husband who had known her for sixteen years could 
tell little about her desires, ambitions, or ideas. She did not like to be with 
people; she preferred to stay alone. 


She menstruated at the normal age and soon after had a homosexual ex- 
perience with a girl who was almost ten years her senior. This experience 
made a profound impression on her, but she never told anybody about it until 
twenty years later when already suffering from a psychosis. She was ignorant 
about sexual matters, however. She married her husband at the age of twenty-two 
after a courtship of six years. Marital relations did not impress her. She re- 
mained consistently frigid throughout her married life. Her religious and mystical 
interests were the only ones she ever had. 


One year after marriage, the patient had a stillbirth following an uneventful 
pregnancy. She showed but little reaction to this. She did not conceive for 
another ten years, although no contraceptives were used. During this period, the 
patient would occasionally and casually say that she wished they had a child, but 
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she did not seem to regret its absence particularly. Her attitude towards her 


mother changed definitely after her pregnancy; an estrangement, which could never 
be explained, ensued. 


About ten months before admission to Bloomingdale Hospital, the patient was 
delivered of an eight months’ baby. It was noticed that the patient became a lit- 
tle depressed and irritable; the baby weighed a little less than five pounds, both 
the patient and her husband (particularly the patient) being rather small. The 
patient soon stated: ‘‘the baby has not meant to me what I thought it would.” 
She began to have auditory hallucinations; developed a severe antagonism against 
her husband, day-dreamed a great deal; on one occasion she said: ‘‘the baby 
does not mean anything to me; it brought me to the end of the world.’’ She said 
she wanted to die or to injure herself. About three months after childbirth, it 
was found that her hemoglobin was but 50 per cent; she was transfused with 500 
e.c. of blood; her physical condition became better; her mental condition grew 
worse, however, and she was finally brought to Bloomingdale Hospital, where the 
eourse has been that of a typical schizophrenia, paranoid type. Her physical con- 
dition improved greatly, but in view of the chronicity of her mental illness, she 
was transferred to a Government Hospital in Canada. 


The indifference towards the child and even antagonism is illus- 
trated by this case more saliently than by those which were eited 
above. This symptom or manifestation is not an exception, however, 
but rather it is the rule. In some of our cases it appears mildly dis- 
guised as in the ease of the fashion artist, while in others it becomes 
a dominating idea and the mother attemnts to kill the child as well 
as herself or her husband. 


IV 


In conclusion, it must be stated that these cases cited are not ex- 
ceptional; they are rather typical and show few if any uncommon 
characteristics. No special selection was made except that those cases 
whose psychoses were complicated by severe pathologie physical con- 
ditions were eliminated. This obviated the necessity of dealing with 
greatly mixed and obscured clinical phenomena and made it possible 
to present the psychotie picture with as great distinetness as possible. 

It will be noticed that the patients deseribed, and this is true of 
the rest of our group, are rarely free from definite hereditary taints; 
such as tuberculosis, alcoholism, psychopathies, and mental illness. 

This communication, as has been stated at the beginning, deals only 
with a few preliminary observations; it does not claim to have reached 
any definite or final conclusions. It is merely an attempt to evaluate 
the methods used in the past and the material at hand from a some- 
what different angle. The older workers specialized in detailed de- 
scriptions; they accepted the development of a psychosis more as an 
act of fate than as a breaking down of the individual’s resistance when 
the given individual is called upon to perform more than his or her 
constitution can bear or his or her development permits. 
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A constitutional factor in the form of an unduly contracted pelvis 
or other skeletal deformity makes the woman ineligible for mother- 
hood, if she wants to enter it with impunity. A severely injured 
eardiovascular or respiratory system, which have been compromised 
by a previous serious disease, puts us on our guard when the question 
of the advisability of pregnaney and childbirth is brought up. 

In the field of psychiatry, we deal with the same kind of phe- 
nomena, even though these phenomena may appear less tangible. 

It would appear from this study that there are some factors, which 
permit us to gauge the chances of the woman a little before she be- 
comes definitely compromised. 


Thus, the following procedure suggests itself: 


1. A eareful study of the prospective mother’s personality or 
‘‘make-up.’’ A schizoid personality is open to suspicion. 

2. A careful study‘of the prospective mother’s psychosexual devel- 
opment, i.e., her interest in or reaction to the opposite sex; her atti- 
tude towards her partner, ete. An aloofness, a shyness in the pres- 
ence of men, courtships lasting several years, and persistent frigidity 
in marriage are danger signs and should make one definitely cautious. 
It is interesting how constant a manifestation frigidity is in our eases. 
Too, the greatest majority of them marry after prolonged courtships, 
and usually in the latter part of their third decade of life. Among 
those who have married earlier, at the age of nineteen or twenty-two, 
for instanee, we usually find also a history of a certain degree of 
compulsion; thus one of our eases married at twenty-two, because her 
mother insisted; another refused to marry, and the night before the 
wedding, she was sleepless and full of protest against the step, but 
here again, the future patient gave in to the insistence of a domineer- 
ing mother. 


3. If a woman of schizoid type has survived one pregnancy without 
apparent complications, a careful inquiry into her postpartum reac- 
tions is strictly indicated; for as has been pointed out by Ripping, 
primiparae are more apt to show early pathologie changes during the 
period of pregnancy, while postpartum, i.e., puerperal psychoses and 
psychoses during the period of lactation are more apt to be found 
among multiparae. 

It might bear repetition to state that these suggestions are in the 
nature of an outline for further study rather than definite conclusions ; 
for in order to corroborate some facts and refute the significance of 
others, one is in need of a control group of a number of normal 
women, whose personalities and psychosexual reactions could be 
studied and compared with those of the psychotic women. The psy- 


chiatrist unfortunately seldom has the opportunity to study the nor- 
mal woman. 
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COEXISTING EXTRAUTERINE AND INTRAUTERINE PREG- 
NANCY, WITH THE REPORT OF A CASE AND A STUDY 
OF THIRTY-FIVE CASES PUBLISHED SINCE 1913 


By Arruur Stein, M.D., F.A.C.S., New York, N. Y. 


HE coexistence of extrauterine and intrauterine gestation, or 

‘compound pregnancy’’ as Simpson called it, occurs more fre- 
quently than is commonly supposed. Simpson in 1904 collected a series 
of 113 cases, including one of his own. He found fifty-six cases re- 
ported prior to 1893 and a similar number between that year and 1903. 
Neugebauer in 1907 published a monograph which included a series 
of 170 eases. In 1913, he presented a new series of seventy-three 
eases, bringing the total of recorded instances up to 248. 

I have collected a group of thirty-five cases published since 1913, to 
which I have added one of my own. For obvious reasons, this tabu- 
lation is not complete. Since the literature on ectopic gestation is 
now so voluminous and many articles are necessarily indexed under 
misleading titles that do not give a clue to the true nature of the case 
reported, it would require a most exhaustive research to make a com- 
plete survey of this subject. 

The subject of compound pregnancy presents an interesting study 
in superfetation. With regard to the priority of the extrauterine and 
the intrauterine pregnancy, respectively, various combinations may 


TABLE I. AGE OF MOTHER IN 165 CASES 


YEARS CASES PERCENTAGE 
20 25 22 13 
26-30 52 32 
51-35 55 33 
36-40 30 18 
41-45 5 3 
46-50 0 0 
51-55 1 1 


N.B. Percentages adjusted to nearest fraction. 


TABLE II. Para OF MOTHER IN 117 CASES 


Nullipara 10 
I para 19 
II para 25 
III para 18 
IV para 9 
V para 10 
VI para + 
VII para 3 
VIII para 2 
IX para 
X para 2 
XII para 1 
XIX para 1 
Multipara (figure not stated) 11 
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exist. The two pregnancies may take origin at the same time; the 
uterine conception may antedate the extrauterine, or vice versa; and 
again the woman may become pregnant in the uterus while carrying 
the dead products of an ectopic gestation. 

From an analysis of the seventy-three additional cases published by 
Neugebauer, Simpson’s series of 113 eases, and my own additional 


TABLE III. DwuRATION OF INTRAUTERINE PREGNANCY IN 196 CASES 


MONTHS CASES PER CENT 

0 0 
1 1 1 
1% 14 7 
9° 25 13 
2% 9 5 
35 17 

3% 7 4 
+ 8 4 
4% 3 1 
5 2 1 
5% 3 1 
6 6 3 
6% 1 1 
7 8 4 
7% 0 0 
8 2 1 
8% 0 0 
Term 73 37 


N.B. Percentages adjusted to nearest fraction. 


TABLE IV. DURATION OF EXTRAUTERINE PREGNANCY IN 164 CASES 


MONTHS CASES PER CENT 
1 
1 1 1 
1% 
2 37 23 
2% 5 
3 26 16 
3% 7 4 
9 5 
4% 4 2 
5 5 3 
5% 1 1 
6 5 2 
6% 1 1 
7 + 
7% 1 
8 2 1 
0 0 
Term 38 23 


N.B. Percentages adjusted to nearest fraction. 


TABLE V. END-RESULT TO MOTHER, INTRAUTERINE FETUS, AND EXTRAUTERINE FETUS 


PERCENTAGE 


CASES RECOVERED DIED DEATHS 
Mother 202 158 44 21 
Intra Fetus 202 79 123 61 


Extra Fetus 191 6 185 96 
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eroup of thirty-six cases, we can tabulate some statistical data econ- 
cerning coexisting extrauterine and intrauterine pregnancy. 

The youngest mothers were twenty years old (Pernice, Bryndza) ; 
the oldest, fifty-four (Bainbridge). 

In Mann’s ease, a nullipara, aged thirty-three, was delivered of 
living triplets from the uterus; the fourth, or extrauterine child, grew 
to term but died and was retained for thirteen years. Cases of living 
intrauterine twins associated with an ectopic gestation were reported 
by Geoffrey in 1722, Mathewson and others. 


Cases of a living extrauterine child delivered in association with 
intrauterine pregnaney were reported by Moore and Sale in 1870, 


Fig. 1.—Coexisting extrauterine and intrauterine pregnancies. Left, extrauterine 
pregnancy, showing large, distorted fallopian tube containing massive blood clot (also 
chorionic villi). Right, intrauterine pregnancy, showing placenta and embryo meas- 
uring 6 cm. in length, which were spontaneously expelled through the hysterotomy 
opening, 


Wilson in 1880, Ludwig in 1896, Miller in 1908, and Du Bose in 1915. 
Nebesky, in 1911, delivered a living extrauterine child, but it sur- 
vived only fifteen minutes. 


REPORT OF CASE 


Mrs. C. T., aged twenty-nine, married three years, was seen by me on Dee. 28, 
1926, complaining of constant pain in the left lower abdomen and vaginal bleeding. 
She had had two spontaneous miscarriages but no confinements. Her previous 
menstrual history was regular and of the twenty-eight day type. The last regular 
period occurred April 21, 1926. During May she failed to menstruate but the 
flow started again June 6 and lasted about twelve days. Thereafter regular periods 
followed on July 10, August 7, September 4, and October 2, respectively. October 
2 was the date of the last menstruation. 
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On November 12 the patient started to spot her napkins and suffer from more 
or less continuous pain in the left lower abdomen. She flowed irregularly but more 
or less continuously from that time until December 28. 

Examination on December 28 showed the left lower quadrant of the abdomen 
to be tender on pressure. There was bleeding from the uterus, which appeared of 
about normal size and shape. Filling the entire left side of the pelvis, there was a 
tender, doughy mass the size of a grapefruit. 

Diagnosis: Left extrauterine pregnaney. 

Operation: The abdomen was opened through a longitudinal incision in the 
midline between the symphysis pubis and the umbilicus. A considerable number of 
large, dark blood clots were found free in the abdominal cavity. Their source was 
seen to be a left-sided ectopic gestation mass, the size of a grapefruit, to which 
the descending colon and omentum were firmly attached. The adhesions between 
these structures were exceedingly firm, and it was only with difficulty that they 
could be separated. The whole left fallopian tube, containing the gestation sae, was 
then removed together with the entire left ovary. The stump was ligated with 
double chromie catgut sutures. The right adnexa were normal. 

Inspection of the uterus showed that organ to be enlarged to the extent of two 
and a half months’ pregnaney. In view of the history of vaginal bleeding and the 
danger of allowing the intrauterine pregnancy to advance after the laparotomy 
in this devitalized patient, hysterotomy was performed. The uterine cavity was 
opened through a longitudinal incision about 1 inch long in the anterior wall near 
the fundus. Immediately a fetus corresponding to a pregnancy of two and a half 
months and a placenta escaped, showing that the placenta must have already been 
detached. The uterine incision was closed by two rows of interrupted chromie eat- 
gut sutures. The deeper sutures took in the musculature; the others, the serosa. The 
ubdomen was closed in four layers, and the patient made an uneventful recovery, 

Pathologie Diagnosis: Coexisting extrauterine and intrauterine pregnancies. 

Pathologic Examination: The specimen received in a fresh state consisted of the 
uterine contents and the left fallopian tube, which were the seat of coexisting intra- 
uterine and extrauterine pregnancies. 

The intrauterine pregnancy consisted of a placenta with all the fetal membranes 
intact, to which was attached a small embryo measuring 6 em. in length. 

The specimen designated as an extrauterine pregnancy consisted of a markedly 
discolored mass, probably the fallopian tube. It measured 7 by 3 em. in diameter 
and was extremely ragged and hemorrhagic. On section the lumen presented a 
large clot 5 by 1.5 em. in diameter, Microscopic sections of the blood clot in the 
tube showed it to contain a few degenerated chorionic¢ villi, 


Pathologic Diagnosis: Coexisting extrauterine and intrauterine pregnancies. 


DISCUSSION 


Judging from the many adhesions found around the extrauterine 
sac and the anomalous menstrual history, it is safe to assume that 
the ectopic pregnancy took place after the last regular menstruation 
on April 21 and that the skipping of the period in May was due to 
this cause. After a prolonged period in June, the patient resumed 
normal menstruation up to October 2. However, she missed her 
regular periods at the end of October and in November and December. 
It is probable that the intrauterine pregnaney began very soon after 
the period of October 2. On November 12 she started to spot, and 
this bleeding lasted for six weeks. It was probably associated with a 
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considerable degree of detachment of the placenta, as the spontaneous 
eseape of this organ from the incised uterus would seem to prove. 
Hysterotomy was justifiable because of the necessity of distinguishing 
between a pregnancy and a uterine tumor. Certainly the patient’s 
condition would have demanded an interruption of the intrauterine 
pregnancy. As conditions eventuated, however, the fetus was already 
loose in the uterine cavity and ready to be expelled; in facet, it was ex- 
pelled as soon as the uterine cavity was opened. 


SUMMARY OF CASES 


The condition of coexisting extrauterine and intrauterine pregnancy 
is unusual but not exceedingly rare. Neugebauer in 1913 collected 248 
cases. In this communication, thirty-six additional cases have been 
vathered from the literature, including one reported by me. An 
analysis of published cases gives the following statistics: Sixty-five 
per cent of the mothers in whose cases the age was given were be- 
tween twenty-six and thirty-five. The voungest patient was twenty ; 
the oldest, fifty-four. The great majority of mothers had previously 
borne children. In 196 cases, seventy-three, or 37 per cent, of the 
intrauterine fetuses came to term. In 164 cases, thirty-eight, or 23 
per cent, of the extrauterine fetuses came to term (but only six sur- 
vived). Of 202 mothers, forty-four, or 21 per cent, died; of 202 intra- 
uterine fetuses, 125 or 61 per cent; of 191 extrauterine fetuses, 185, or 
96 per cent. 

The case reported was that of a nullipara, gravida IIT, aged twenty- 
nine, Whose extrauterine pregnancy took place in May; the intra- 
uterine, in October. At operation late in December, a left-sided tubal 
mass the size of a grapefruit was found to contain blood clot and 
chorionic villi, When lhysterotomy was performed, a placenta and a 
two and a half months’ fetus were expelled spontaneously. The 
mother recovered. 
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A PLEA FOR EARLY DIAGNOSTIC CURETTAGE AND 
ROUTINE MICROSCOPY OF CURETTINGS FOR THE 
DETECTION OF ADENOCARCINOMA OF 
THE UTERUS* 


By Louis J. Lapin, A.B., M.D., F.A.C.S., New York, N. Y. 


Professor of Gynecology, New York Polyclinie Medical School and Hospital; 
Gynecologist, Beth Israel Hospital; Consulting Surgeon, Gouverneur Hospital ; 
Consulting Gynecologist, Hospital for Joint Diseases, Jewish 
Memorial Hospital, and Bronx Maternity Iospital!. 


N AN article published in the March, 1915, number of Surgery, Gyne- 
| cology and Obstetrics, | made an earnest plea for early diagnostic 
curettage and routine microscopic examination of uterine scrapings, and 
reported in detail three cases of complete removal of adenocarcinoma of 
the uterus by curettage. 1 am pleased to report two additional records 
of patients on whom T operated on the same day, Deeember 10, 1926. 

The histories of the two additional cases are as follows: 


Case 4.—C. L., forty-six years old, has had three children. Menstruation regular 
and normal. For two months prior to consulting me she had suffered from metror 
rhagia. Examination showed a small cervical polyp and what seemed to be several 
small fibroids of the uterus. On December 1, 1926, I did a diagnostic curettage 
at the Hospital for Joint Diseases. Examination of the curettings showed a very 
early adenocarcinoma. A panhysterectomy was performed by me on December 10, 
1926. The uterus contained small intramural and submucous tumors. Careful 
sectioning of these and of the endometrium showed no traces of malignaney. 

Because of the possible presence of submucous fibroids, a preliminary diagnostic 
curettage was done. This is my usual practice, and is in accord with the teachings 
of Schottliinder. I am also in thorough agreement with him that many of the cases 
of carcinoma of the stump of the cervix, following supravaginal hysterectomy, are 
in reality overlooked cases of carcinoma of the uterus. 


As a convincing example, I will cite one of the eases that eame under 
my observation, and which I reported in my first paper. This patient 
presented herself in 1910, with an inoperable carcinoma of a cervical 
stump, following a supravaginal hysterectomy some months previously, 
by another surgeon, for a supposed fibroid. A preliminary diagnostic 
curettage would have undoubtedly discovered the true nature of the 
condition. 


Case 5.—Y. C., fifty-four years old, had had three children, menopause eight 
years. For the previous eight months she had had slight uterine bleeding. She 
had been treated during that time without relief, and no diagnostic curettage was 
done. The attending physicians, one her brother, becoming suspicious of the uterine 
bleeding, performed a diagnostic curettage. They sent the scrapings to a laboratory 
and the diagnosis of adenocarcinoma was made. 


*Read at the symposium on Cancer at the February 28, 1927, meeting of the 
Medical Society of the County of New York, and at the April 4, 1927, meeting of 
the Clinical Society of the New York Polyclinic Medical School and Hospital, 
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On this finding I did a panhysterectomy at the Polyclinic Hospital, on the 
morning of December 10, 1926, on the afternoon of whieh L had = previously ar- 
ranged to operate on Case 4, at the Hospital for Joint Diseases. 

Microscopic examinations of sections of the extirpated uterus showed the lesion 
Was confined to the endometrium, 


In one of the cases reported in my first paper the curettines were not 
examined, but that was sixteen years ago. The treatment for eight 
months, at this day, of a ease of uterine bleeding, without diagnostic 
curettage, and by a specialist, Induced me again to call attention to the 
value of this simple procedure, and to emphasize the faet that the best 
Way to anticipate and deteet uterine carcinoma is by constantly wateh- 
ing for it in routine examinations of all eurettines, no matter for what 
condition the curettage is done. 


Fig. 1.—Case 4. Sections of curettings show early adenocarcinoma. Those from 
the intramural and submucous fibroids, as well as those from the endometrium, 
show no malignant changes, 


In the second case previously reported, there were present a cervical 
polyp that was benign, and at the same time a uterine polyp which had 
undergone carcinomatous degeneration. As a result of my experience 
in that case, T have refused to snip off cervieal polypi in the office and 
have advised a curettage under anesthesia in every instance. | cannot 
too strongly urge the adoption of this proceedure as a routine measure. 

I realize that the number of cases | am reporting is exceedingly small, 
but for the purposes of my appeal it is more than sufficient. Viewing 
this series in comparison with the published statistics on the incidence 
of carcinoma in Jewish and Gentile women, it is not so small after all. 

The data collected from the Mayo Clinie by Alee Horwitz, of Roches- 
ter, Minn., and published in) Surgery, Gynceology and Obstetrics 
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(March, 1927), show that ‘tof the cases of primary eareinoma of the 
uterus seen at the Mayo Clinie between 1920 and 1925, inelusive, 1,227 
were among Gentiles and only 10 were among Jewesses.’’ 

In proportion to the number admitted to the clinic, these figures show 
that the incidence of carcinoma of the uterus was six times as fre- 
quent in the Gentile women as in the Jewish women, and this ratio is 
approximated in other countries. 

The data from the Curie Hospital, according to the same authority, 
show the incidence of carcinoma of the uterus in Jewish women to be 
slightly more frequent. 

All these figures inelude both cervieal and corporal carcinoma of the 
uterus. My series refers only to carcinoma of the body of the uterus, 


Fig. 2.—Case 5. Sections of curettings show adenocarcioma. Histologic exam- 
ination of uterus, removed at subsequent operation, shows the malignancy confined 
to the endometrium. 
and of the six eases referred to in this paper, only one was in a Gentile 
woman, 

This series proves conclusively that every case of adenocarcinoma of 
the uterus starts as a lesion in the endometrium, so small that the 
curette can entirely remove it. 

The removal by the curette is only stressed to prove how early the 
disease can and may be detected, and is not offered as a cure. On the 
contrary, in every case when adenocarcinoma of the uterus is found on 
diagnostic curettage, whether or not it is entirely removed by the 
curette, the treatment is total extirpation, to be followed by deep x-ray 
therapy. 

A study of this series proves furthermore that there is probably no 
form of visceral cancer that can be diagnosed at so early a stage as that 
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of adenocarcinoma of the uterus; the means at our disposal for its early 
detection are so simple, safe, and certain, that the wonder is that it is 
still necessary to urge their general use. 

It is universally conceded that the earlier the detection of cancer, 
the more favorable the prognosis, and in the absence of more definite 
knowledge as to the nature and etiology of carcinoma, our best efforts 
must be directed to the subject of early diagnosis. 

Negative curettings in a case that is clinically suspicious should not 
be regarded as final. Repeated diagnostic curettage may clear up the 
diagnosis. Burkhardt, Semon, and Diihrssen report cases of early adeno- 
carcinoma in which the malignant area could not be reached by the 
curette. I have had several similar experiences, one of which is as 
follows: 

J. V. C., fifty-two years old, had had two children. She was referred to Polyelinic 
Hospital, on May 9, 1923, for diagnostic curettage, because of uterine bleeding of 
one year’s duration. 

Examination of serial sections of the scrapings showed no trace of adeno- 
carcinoma. The eurettings from a more thorough curettage a few days later 
revealed adenocarcinoma. A panhystereetomy was then performed. The extirpated 
uterus showed a small area of adenocarcinoma which had escaped the first curettage. 


When I reported the first three cases in 1915, no record of a similar 
case could be found in American or British literature, while 19 cases 
were previously reported in the German and Austrian literature. 

Curiously enough, the reports in the German literature appeared to 
have escaped the attention of the profession in this country, so that the 
possibility of the complete removal of adenocarcinoma of the uterus by 
the curette was almost unknown here. 

That my paper aroused some interest, both here and abroad, was evi- 
deneed by the valuable contributions and case reports that appeared 
shortly after its publication. In France, Muret reported four eases in 
1916. In Holland, van de Poll reported one ease in 1917. In this 
country, Robt. T. Frank reported a case in 1916, S. Wiener, one case 
in 1917, and Palmer Findley, two eases in 1917. 

I regret to say, however, that a cursory search of the literature since 
then fails to show the record of a ease; one reason for the complete 
absence of eases in the past ten years, especially in the German litera- 
ture, is probably due, in a measure, to the war. 

I sincerely hope that this second appeal in the advocacy of a very 
simple and most valuable diagnostic procedure will receive more gen- 
eral and continuous attention than was accorded the first, and at any 
rate that no war will interefere with the universal adoption of the 
practice. 

The chief reason for the scarcity of case reports was given by Palmer 
Findley in his article published ten years ago. He said, ‘‘Beeause of 
the deplorable fact that the majority of operators do not make sys- 
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tematic examinations of all scrapings from the uterus, many cases escape 
the hands of surgeons unobserved.’’ This same very good reason ap- 
plies with equal force today. 

There is another and very important reason for the meager reports, 
and that is due to the lack of laboratory facilities and cooperation. 
Routine examination of curettings is of no value unless careful and 
painstaking sectioning is done and the examinations made by competent 
pathologists. The function ot the surgeon is to furnish the serapings 
for examination. 

The oceurrence of two such unusual cases on the same day would 
justify their report, but what prompted me to renew my plea for diag- 
nostic curettage was the realization that early diagnostic curettage and 
routine microscopy of uterine scrapings is still a lost art, not only 
among general practitioners, but even among specialists. 

In 1915 it was necessary to prove by the evidence of some of the most 
competent pathologists in the country that it was possible to detect the 
disease so early that the lesion could be completely removed by the 
curette. There is no such necessity today, and the burden of proof 
has shifted. 

I trust that hereafter the reports of recorded cases, showing complete 
removal of adenocarcinoma of the uterus by the curette, will not be 
regarded as curiosities, rarities, and possibilities, but rather as tests of 
correct diagnosis and treatment. On the contrary, in the future, every 
extirpated uterus that shows advanced traces of the disease will record 
an example of late or wrong diagnosis and point to a cancer sufferer 
who has failed to receive the benefits, advantages, and hope of early 
treatment. 


REFERENCES* 


Frank, Robert T.: Am. Jour. Obst., 1916, Ixxiv, 369. Muret, M.: Ann. de 
Gynée. et d’obst., 1916, xii, 321. Van de Poll: Med. Weekbl., 1917-1918, xxiv, 
35. Wiener, Solomon: New York Med. Jour., 1917, ev, 1079. Horwitz, Alec: 
Surg., Gynee. and Obst., 1927, xliv, 355. Findley, Palmer: Interst. Med. Jour., 
1917, xxiv, No. 4. 


1289 MapISON AVENUE. 


*References antedating 1916 may be found in the author’s first article on this 
topic, published in Surgery, Gynecology and Obstetrics, March, 1915. : 


THE INFLUENCE OF SUPPLEMENTARY FEEDING OF 
CARBOILYDRATE UPON LACTATION 


By S. Pu.D., Joun Trirscu, M.D... axp 
LuLu G. Graves, B.E., New Yorn Ciry 
(From the Experimental Laboratory of Lulu G. Graves, and the Departments of 
Obstetrics and Physiological Chemistry of the New York Momeopathie 
Medical College and Flower ITospital) 


N VARIOUS localities and among certain racial and national groups, 

peculiar feeding customs obtain during lactation. .Amone the most 
common is the feeding of starchy foods in large amounts, and not in- 
frequently starchy foods are forced. Although nutrition during lacta- 
tion has been studied extensively, particularly in eattle, the investigation 
of any individual foodstuff as a possible galaetagogue, when adminis- 
tered in addition to an adequate diet, has seldom been attempted. 


Using cows as the experimental animals, Eckles and Palmer! have shown that 
neither the composition nor the vield of milk was appreciably affected by feeding 
rations more liberal than the accepted standards. As to the influence of changes 
in the carbohydrates of food, Meigs? states that although comparatively little work 
has been done, ‘fit has been found, however, that where moderate amounts of 
carbohydrates are added to or subtracted from the ration, little or no change follows 
in either the composition or quantity of the milk.°’ 

The literature bearing on this point in relation to human lactation is even more 
seunt and, at best, gives little basis for the common opinion, TLoobler® states that 
more abundant and more nutritive milk is secreted on diets containing 2600-2900 
calories than on diets of 3400-3700 calories, while a low calorie content (2000 or 
less) is unsatisfactory. Tle also found that a nutritive ratio of 1:6 (protein 
calories: carbohydrate + fat calories) gave better results than ‘‘wider’’ ratios. 
Iloobler’s work was apparently all done with three mothers well advanced in 
lactation and was directed more particularly toward the determination of the 
optimum proportion and types of protein than to any specific influence of the other 
nutrients in the diet. Adairt followed the weights of the babies as well as the milk 
production of mothers on different types of diet, ie., high protein, high fat, high 
curbohydrate, and balanced diets. He found that excessive amounts of fat and 
carbohydrate have no stimulating effect upon milk production. Tlowever, the initial 
weight loss was least in the case of infants whose mothers were on the high 
carbohydrate diet. None of Adair’s groups regained the birth weight in twelve 
days. It was most nearly regained in the high fat group, and the poorest showing 
was in the high carbohydrate group. There was no chemical examination of the 
milk in Adair’s investigation. 


A survey of the literature relating to the chemical composition of 
human milk under the influence of changes in the diet also gives little 
information on the phase of the subject under investigation. 

A review of many publications has led Gardner and Fox to econelude that 
‘diet, provided it be sufficient in quantity, appears to have no obvious effect either 


quantitatively or qualitatively on the chief constituents.’’ Even undernutrition 
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does not produce diminution in’ the butter fat® although it may result? in’ milk 
in which the inorganic constituents fluctuate to a marked degree from the normal, 
a low magnesium and calcium being particularly evident. Increasing the protein 
of the food is said by one authors to increase the protein of the milk and also, 
usually, the fat, lactose, and salts; while feeding more fat decreases the volume, 
the protein, and usually the other constituents as well. 

It is thus apparent that no systematic study of the influence upon 
lactation of any particular starchy food, when used as supplementary 
nourishment, has been made. The starchy foods which we have selected 
for this study are rice and minute tapioca. There were several reasons 
for this choice. First, it has been claimed that tapioca is a galactagogue. 
It was desirable to test this and to control it with a starchy food of 
similar composition.* Both rice and tapioca are relatively inexpensive, 
are easily prepared in a great variety of ways, and can be made into 
similar dishes. Both may be obtained sterile in packages and are fa- 
miliar articles of diet in the home. On the other hand, it is conceivable 
that they may differ in that one or the other may contain traces of sub- 
stances which might possibly influence lactation, particularly sinee riee 
is a cereal and tapioca is derived from a tuber. 

As regards their digestibility, tapioca is said® to be more readily di- 
gested than rice, although the starch of both is completely digestible.” 
Both have very small starch granules. 

The general plan of the experiment was as follows: Normal lae- 
tating mothers were divided into three groups. Group | was given 
the regular hospital ward diet; Group Il, the hospital ward diet plus 
rice; and Group III, the hospital ward diet plus tapioca. These 
three groups were conducted practically simultaneously. 
avoided any marked effects of atmospherical variations or seasonal 
dietary influences. The subjects were grouped in rotation on admis- 
sion; the total number in the study being 130. A fourth group which 
received fat in the form of cream, in an amount equivalent calorically 
to the starchy foods, was begun a little later. 

The special diet was begun twenty-four hours after delivery, under 
the careful supervision of a dietitian and a graduate nurse, who recorded 
observations concerning diet and laetation, weighed the infants at the 
same hour each day, and also on the seventh day postpartum determined 
the gain in weight of the infant after nursing. Cases of gross abnor- 
mality were eliminated from the experiment. On the fifth and ninth 
days one breast was completely emptied by the electric breast-pump and 
the milk analyzed. This was done as nearly as possible at the same time 
of day (9 A.M.) in all eases. It is well known"! that the different frae- 
tions of milk drawn vary considerably; therefore, the entire contents 


*The composition of rice as given by Atwater and Bryant (Bull. No. 28S. 
U.S. Dept. Agriculture, Office Exp. Sta.) and that for minute tapioca as analyzed 
by us, is as follows: 

Water Protein Fat Carbohydrates Ash 
Rice 12.3 8.0 0.3 79.0 0. 
Tapioca 3.2 0.06 0.05 87.3 0. 


toto 
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of one breast were obtained and immediately sent to the chemical labora- 
tory. The breasts were also pumped in a few instances in which sueh 
large quantities of milk were secreted that the patients were uneomfort- 
able. No supplemental feedings were given to the infants in these 
series. 

The regular diet of the obstetric ward patients in this hospital is of a 
high type and is well taken in the majority of cases. It furnished about 
2600 calories per day in the proportion of approximately 270 e@m. earbo- 
hydrate, 50 gm. protein, and 150 gm. fat. This was the diet of Group 
1. Group IL received the same as Group | except that the noon-day 
dessert was omitted and 60 grams of rice were added daily. Group LI 
was similar to Group IL except that the rice was replaced by tapioea. 
The rice and tapioca were each divided in halves. In each instanee 30 
grams were used as a cereal or dessert. Since the routine stay of the 
obstetric patient is normally eleven days, eleven recipes of desserts 
were prepared, using rice and tapioca in various combinations of fruits 
and other food combinations, in order to insure variety. This made 
large servings of dessert, but the variety and attractiveness assured the 
consumption of the required amount by the patient. About twice a week 
during the summer months these desserts were frozen. The remaining 
30 grams in each case were cooked one hour with 16 ounces of water, 
the final result being 12 ounces of paste. This paste was served in soups, 
iced fruit, drinks, cocoa, and milk. 

Group LV was the other control group in which the tapioca or rice 
was replaced by an amount of cream equivalent in calories. This 
amounted to an average of 100 grams of 40 per cent cream daily. To 
enable this to be disposed of easily, the deserts for this group were of 
such nature as to permit much of the cream, either plain or whipped, to 
be served on them. A few of the patients in this group complained of 
nausea, and some found it difficult to eat the required quota of food. 

The hospital diet had a calorie value of about 2600, while the other 
diets were inereased to a total of about 3000 calories. The ratio of pro- 
tein calories to fat + carbohydrate calories was about 1:12 in the hos- 
pital diet and about 1:14 in all other eases; therefore, our work will 
not be comparable with that of Hoobler, mentioned above. 

The subjects, upon discharge on about the eleventh day, were re- 
quested to continue their dietary régime at home and to return to the 
clinie every two weeks up to the sixth week after parturition for obser- 
vation. At these times the baby was weighed, and at the fourth-week 
and sixth-week visits the breast was pumped for a milk analysis. 

As may be seen from Table [, in which the average figures are sum- 
marized, the most striking influence seems to be that the average quan- 
tity of milk obtained by the baby, as determined by weighing before and 
after nursing, was definitely greater in both the carbohydrate groups. 
Apparently there is no relationship between the choice of diet and the 
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gain in weight. The differences are very slight; however, the greatest 


average gain in weight, after the fifth day postpartum, i.e., the most 


rapid growth, was seen in the rice and cream groups. 


is more marked if the return to 
since the high carbohydrate and 
weights during hospitalization in 
group. The time of appearance 
quite uniform in all groups. 
on the third day. 


TABLE IT. TABULATION OF 


This difference 
birth-weight is used as a standard. 
cream groups regained their birth- 
greater proportion than the control 
of milk in the mothers’ breasts js 


In the majority of cases it first appeared 


ALL CASES ACCORDING TO AGE 


AVERAGE DAILY GAIN IN| AVERAGE A.C. AND PL. 


NUMBER OF 


AGE OF MOTHER CASES 
16-20 13 
91-25 53 
26-30 41 
31+ 1 


TABLE IIT. 


WEIGHT OF 


INFANT GAIN IN WEIGHT OF 
AFTER STIL DAY INFANT 


OUNCES OUNCES 
1.24 ? 66 
1.00 2.25 
1.10 2.38 
2.07 


TABULATION OF ALL CASES ACCORDING TO PARITY 


\VERAGE DAILY GAIN IN| AVERAGE A.C. AND P.C. 
NUMBER OF WEIGHT OF INFANT GAIN IN WEIGHT 
PARITY CASES AFTER OTH DAY OF INFANT 
OUNCES OUNCES 
I 5S 1.14 2.10 
II 41 2.38 
16 1.28 2.35 
IV 6 0.92 | 2.50 
Vv 4 1.04 2.00 
Vi | 2 | 1.25 200 
VII 1.00 200 


TABLE IV. 


A COMPARISON OF THE AVERAGE OF MILK 


ANALYSES AT DIFFERENT 


TIMES AFTER PARTURITION REPORTED BY VARIOUS AUTHORITIES 


DAY PRO 
INVESTIGATOR POST- TEIN 
PARTUM 

Gardner and Fox 1-6 | 

Hammett!4 5 1.74 
Holt, Courtney and 

Falesl5 3-3 0.33 1.96 

Present 5 O30 2:33 


Gardner and Fox 


Schlossman!1 9-10 
IIammett 9 1.69 


Holt, Courtney and 
Fales 


Present 


NO, 
SUGAR FAT 
OF REMARKS 
CASES 
7.03 3.08 149 Average of compilation 
of results of many 
other investigators 
6.08 2.88 8 
§.50 3.30 Analysis of composite 
sample 
6.10 3.10 17 Average of controls 


(Group 3) 


6.79 3842 100) Average of compiled 
figures 

6.92 | 433 

G32 | 3.79 S Same eases eited 
above on fifth day 

3.09 Analysis of composite 

sample 

6.70 17 Same cases as cited 


above on fifth day 


a 
i 
4 
= 
«68.287 | 4.99 
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TaBLE V. THE AVERAGE COMPOSITION OF MILK OF MOTHERS ON DIFFERENT DIETS 
ON THE FIFTH AND NINTH DAy PostTPARTUM 


DAY NO. 


;ROUP VOLUME SPECIFIC | ASH |PROTEIN| SiGAi | FAT 
GR POST OF os | pe DIET 
XO. GRAVITY % | | & 
| PARTUM] CASES 
T 5 17 oy vs | | Glv Hospital diet 


1 9 | 17 72 1.033 | 0.25 | 1.82 6.70 | 3.8 
|Averages of dth 69.0 1.0335 | 0.275| 1.975 | 6.40 | 3.4: 

and Ith days 


5 72 1.034 1.99 | 6.28 | 3.2 Hospital diet 
| 9 20) 6S 1.083 | 0.24 | 1.69 | 685 | + 
‘Averages of Sth 70.0 1.0335 | 0.265, 1.84 | 6.569| 3.9 
and Ith days | 
1.033. | 0.30 1.99 | Gon | Hospital diet 
9 | 67 1.033 0.26 1.72 6.64 | 3.6 + tapioca 
Averages of dth 690 1.033 0.28 1.855 | 6.61 | 3.3 
| and 9th days 
60 1.033 | Go | 3.6 Hospital diet 
9 54 1.033 173 | 6.77 | 3.8 cream 
Averages of 5th 57.0 1.088 | COS | 37 


and Ith days 


Since it was impossible to control the diet of the mothers after dis- 
charge from the hospital, no emphasis can be placed on the later figures 
for the gain in weight of the infants, and they are therefore not in- 
cluded in the table. It is interesting to note that in all groups the 
average daily gain was greater from the fifth day to the sixth week 
than from the fifth day to the eleventh day. For all eases it was seen 
to increase on an average from one ounce per day to one and one-third 
ounces per day. It is also of interest, in passing, that the younger 
mothers, as a rule, secreted more milk, and their babies @ained more 
rapidly than the older mothers (Table 11). That this does not appear 
to be due to a greater proportion of primipara among the young mothers 
may be seen from Table IIT. 

In the analysis* of the milk, the volume and specific gravity were 
revorded ; fat was determined by the usual Babcock method, protein by 
the Kjeldahl method (N x 6.37), lactose by the Owen and Gregg" adap- 
tation of the Folin-Wu blood-sugar method, and total ash by ignition 
with 

It may first be interesting to compare our values with those of other 
investigators. These data have been collected in Table 1V. Only our 
Group I figures are here given for comparison with others, also on 
average diets. The results vary considerably, but that is to be expected 
if one remembers that some are compilations, some analyses of eomposite 
samples, and some averages of small numbers of eases. Nevertheless the 


figures harmonize in a general way. It is clearly shown by nearly all 


*The chemical aspects of this work, with the figures in greater detail, will be 
published shortly in another journal. 


| 
| 


178 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


that from the fifth to the ninth day postpartum, the protein decreases 
and the sugar and fat inerease. 

In Table V are given the averages of the results in all four series. 
The volume of milk obtained on the fifth and ninth days shows the low- 
est average value in Group IV (cream) and highest average values in 
Groups II and III (rice and tapioca, respectively). All except the con- 
trol group (1) exhibited a slight decrease in volume from the fifth to 
the ninth day. The specific gravity and the ash were practically con- 
stant in all four groups. 

The protein exhibited the above mentioned tendency to decrease 
slightly during this early period of lactation. This oeceurred in all four 
groups. Likewise the sugar and fat inereased. The variations in the 
average protein content are less than in the sugar and fat, and the de- 
crease in protein is approximately the same in all four groups. 

On the fifth day the sugar content is seen to be lowest in Group I 
and highest in Groups III (tapioea) and IV (cream). It reached about 
the same level in all groups, however, on the ninth day. 

The fat content on the fifth day is lower in the control, rice, and 
tapioca groups than in the cream group. In the first three, it is from 
3.0 to 3.2 per cent, which are higher figures than those usually reported 
for this period, and in Group IV it is 3.6 per cent. All show about the 
same fat content on the ninth day. 

These average figures for volume and composition of milk, when used 


to ealeulate the calorie value of the specimens obtained, give the results 
shown in Table VI. 


TasBlLe VI. AVERAGE CALORIC VALUES OF MoTHER’s MILK Wirt DIFFERENT DIETS 


I Il Iv 
HOSPITAL DIET HOSPITAL DIET HOSPITAL DIET HOSPITAL DIET 
+ RICE + TAPIOCA -+ CREAM 
Averages of 5th Calories Calories Calories Calories 
and 9th days 41.0 45.6 44.2 38.4 


In short, the high earbohydrate diets, by yielding a slightly greater 
volume than either of the other diets, and a higher lactose than the 
control, have a greater fuel value. 

The analytie figures of the samples obtained four and six weeks post- 
partum are not included in Table V, because as stated above, not much 
reliance may be placed upon the type of diet after discharge from the 
hospital. In all cases there was seen a continuation of the deerease in 
protein and of the increase in lactose to the fairly eonstant level of 
about 7.0 per cent. No relation of the composition to the advised diet 
seemed apparent during this period. 


. : 
Gs 
iy 
“¥ 
* 


KLEINER, TRITSCH, GRAVES: SUPPLEMENTARY FEEDING 179 
SUMMARY 


The effect of increasing the proportion of carbohydrate or fat in the 
diet has been the following during the early days of lactation, as found 
in a study of 130 eases: 

1. The time of appearance of milk in the mother’s breasts is uniform 
in all groups. 

2, The greatest amounts of milk were ingested by the infants in the 
tapioca and rice groups. 


3. The greatest volumes of milk obtained by the breast-pump were 
likewise from the tapioca- and rice-fed mothers. 


4. The protein content of the milk was about the same in all four 
groups. 

5. The cream diet was the only one to inerease the fat content of the 
milk on the fifth day. By the ninth day all groups had about the same 
pereentage of fat. 


6. The cream diet and the tapioea diet both inereased the lactose eon- 
tent of the milk on the fifth day; on the ninth day the rice group also 
had milk which contained a high percentage of sugar. 


7. These changes in the milk in the early days of lactation, when ex- 
pressed in calories per specimen obtained, indicate a greater fuel value 
available to the infant in those eases in which the mother received a 
high carbohydrate diet. 


We desire to acknowledge our indebtedness to Dr. Marion Bell, chemist, and 
Miss Estelle Barker, dietitian, for assistance in the course of this work. 
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DEFUNDATION OF THE UTERUS AS A CONSERVATIVE 
MEASURE MYOMAS AND HYPERPLASIAS 
OF THE ENDOMETRIUM 


By Artuur E. Herrzter, M.D... Kansas 


HERE is a renewed interest in conservative operations on the 

uterus for nonmalignant conditions with the object of conserving 
the menstrual function. In some quarters it seems to have been recog- 
nized for the first time that the human female is something besides a 
machine for replenishing an already too numerous population. The 
surgeon must be obtuse indeed who does not recognize in the eastrate 
too often a worse than useless human salvage. 

The new awakening must, therefore, be hailed with enthusiasm. 
With a hope to encourage this, it is my purpose to review my own 
results along this line and to present in a general way the technic now 
employed. Whether the operation is done for myomas or some dis- 
ease of the mucosa, the final problem is the same. After the diseased 
portion has been removed, the uterus must be restored as near the 
normal as possible, leaving so much of the mucosa as is needed to 
carry on the function of menstruation and leaving the fundus of the 
uterus unattached and without denuded surfaces which invite adhe- 
sions after the operation has been finished. 

As a general statement one should plan to leave a mucosal area 
one-third that of the normal uterus and should spare the cireulation 
of the uterus as much as possible in order to prevent secondary 
changes due to deficient blood supply. 

The problem of conservative surgery has been confused in recent 
vears by the use of x-rays and radium. These agents are as destrue- 
tive as the knife, and it is impossible to limit their action to the site 
of disease. A resection under the eve of the surgeon is a much more 
exact procedure. Radium all too often destroys the ovaries as well 
as the offending endometrium. It is even more likely to destroy per- 
manently the normal endometrium, which is usually situated just 
above the internal os, than the more diseased areas at the fundus. 
These objections have less force in women at the menopause than in 
younger women. A new objection arises at this time, however, be- 
cause radium does not permit a differentiation between hyperplasia 
and incipient carcinoma. Certainly in hemorrhage occurring after 
the menopause has been passed, radium cannot compete with the 
trained eye and touch of the surgeon as a safe and sure means of 
ridding the patient of her disease. 

In operations for myomas, the sole question the surgeon needs to 
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ask. in selecting his type of operation, is, what is the age of the pa- 
tient? [Tf at the menopause, but little criticism can be offered to a 
hysterectomy. At any other age, myomectomy is imperative and is 
always possible if the surgeon is experienced and diligent. © The 
younger the patient the more imperative is conservatism. It is a 
curious thing that there are still many operators who believe that if 


Ne 
Fig. 1.—The diseased aren of the uterus is removed, (a) and (b), which 


leaves 
n crateriform defect, (¢) and (d), 


Fig. 2.—The raw surfaces are conpted, beginning at the lowest point (a) and 
Dlacing successive layers (b and ¢) until all hemorrhage is controlled. With the 
final sutures the ends of the tubes and round ligaments are pulled into the angle 
(f the wound (¢), and the peritonenl surfaces are then conpted (d),. 
the ovaries are spared the constitutional disorders due to castration 
will be obviated. Experience seems to have made no impression. 

The two general groups of diseases of the uterus requiring eon- 
servative operations are the myomas and the diseases of the endome- 
trium, either a polypoid or diffuse proliferation of the mucosa. In the 
case of the myomas, the tumors must be removed, of course. It is al- 
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ways possible, even in submucous tumors, to retain sufficient mucosa 
to carry on the menstrual function. In the endometrial diseases, a 
wedge is cut out of the fundus, including the diseased portion of the 
endometrium. Even if the mucosa at the lower portion of the uterus 
is somewhat hyperplastic, a curettage with the sealpel blade will so 
reduce it that further excessive hemorrhage will be obviated, 

A conservative operation can be performed either by the abdom- 
inal or vaginal route. In myomas, the abdominal route is to be chosen. 
In bleeding of mysterious origin at or near the menopause, the abdom- 
inal route is to be used, if a fixation of the uterus to the anterior ab- 


Fig. 3.—The fundus is excised as broadly as may be necessary, in order to remove 

the diseased area. 
dominal wall is to follow. The vaginal route is the method of elee- 
tion when some form of lower fiXation, such as the Watkins-Freund- 
Wertheim operation is to follow. The vaginal operation is conven- 
ient in fat women at or beyond the menopause, particularly if begin- 
ning malignaney of the fundus is likely, for if such a condition is 
discovered, vaginal hysterectomy may be substituted for the conserva- 
tive operation. 


The Abdominal Operation.—The diseased portion of the uterus is removed 
(a, Fig. 1), preferably through a Pfannenstiel incision. Seen in profile (b, Fig. 1), 
the excised portion of the uterus leaves a funnel-shaped cavity, extending to within 
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an ineh or so of the internal os. If possible the arterial arch is preserved. In 
myomas this may not be possible. In such cases the cornua must be removed 
(ec, and d, Fig. 1). In either ease a funnel-like defect remains, 

This funnel-shaped defect must be obliterated by suture which at once con- 
trols the hemorrhage and brings the denuded surface in coauptation. The first 
line of suture begins just above the mucosa which has been spared (a, Fig. 2). 
Several rows of sutures may be required. After the hemorrhage has been well 
controlled, the suture catches the stump of the tube and round ligament and _ pulls 
them into the defect in the top of the uterus (b, and e, Fig. 2). The remaining 
edges of the wound are then coupted, covering in all denuded surfaces, leaving a 


uterus Which bears a general resemblance to nature’s handiwork and one that 


Fig. 4.—The defect in the uterus is accurately coapted in order to control the hemor- 
rhage. 


is capable of continuing the function of menstruation. If it is desired to attach 
the uterus to the abdominal wall, this ean be done by any method that suits 
the faney of the operator. 

In closing the defect, I use pyoctanin gut for the deeper sutures, since chromie 
gut may last too long. For the final layer, chromie gut is used, as the shorter 
enduring gut may allow the wound to gape before the union is formed. 

The Vaginal Operation—The uterus is delivered either by traction downward 
or by inverting the fundus when the uterus cannot be pulled down. The 
uterus is split after the vagina is lifted (Fig. 3). The diseased area is then 
located and excised. The parts of the uterus are then ‘sutured (Fig. 4) so that 
the hemorrhage is accurately controlled. The tubes and round ligaments are 
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drawn into the corners of the wound (Fig. 5) as deseribed for the abdominal 
operation, The final laver coats the peritoneal surface of the fundus (Fig. 6), 
The incisions in the anterior wall of the uterus and in the vagina are then sutured 
(Fig. 7). As a final stage of the operation the broad ligaments may be shortened 
or some sort of interposition operation performed, 

The advantage of this p'an of operation is that all the diseased tissue comes 
under the eye of the surgeon, enabling him to recognize and preserve the normal 
tissue. It makes possible the conservation of material for study in the laboratory, 
It is only by the study of such material that surgeons can be reeruited from the 


vast herd of operators. 


In looking over the results of these operations, one must first note 
the unfavorable postoperative results. In the abdominal operations, 


Fig. 5.—The ends of the tubes and round ligaments are drawn into the angles of 
the uterine wound, 


two complications may arise. Some twenty years ago, following one 
of my first operations of this type, pregnaney followed. Since then, I 
have been eareful to see that the tubes are not allowed to extend 
deeply enough in the walls of the uterus to reach the mucosa whieh 
has been preserved. 

When the uterus is attached to the abdominal walls, a sinus may 
form, extending through the abdominal wall. In such a case, the men- 
strual flow passes through the sinus and is discharged on the skin of 
the abdomen. This complication is obviated by careful coaptation of 
the raw surfaces of the uterus and by the use of a chromic suture for 
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the final layer. If a sinus results, it. may heal spontaneously or it 
may need to be reamed out and the wound united. In one case, an 
adenomatous tumor developed, and in another, a considerable tumor 
of keloid structure developed about such a sinus. These were reme- 
died by excision. It seems curious to one who does not understand 
the physiology of menstruation (including myself) that blood can be 
forced up through a small sinus when the cervix readily admits a 
sound 16 or 20 French. 

In the vaginal operations, the complications common to the inter- 
position operation may follow. They are chiefly those due to infee- 
tion Incident to the vaginal wound. Sometimes a slight rise in tem- 


Fig. 6.—The final layer of sutures closes the peritoneal surface of the uterus and 
tucks in the ends of the tubes and round ligaments. 

perature may exist for several weeks. In such cases, there may not 

be complete healing for three or four weeks. It is rare, however, that 

the complications confine the patient to the hospital for more than 

three weeks. 

The after-results are all that can be desired. The patient retains 
her menstrual function and her normal balance. Even in the most 
complicated myomas, it has been possible to preserve a patch of 
mucosa somewhere. It has been possible to construct a wall about 
such areas to produce an organ closely resembling the normal uterus. 
Late complications have not arisen. Though | have repeatedly done 
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a conservative operation on hemorrhagic myomas, sarcoma has never 
followed. Even if such a complication should arise sometime, I shall 
not be distressed from doing the operation, for in several instances 
sarcoma has followed complete hysterectomy in hemorrhagie myomas, 
Hlere, as in 


ee 


doubtful’’ tumors of the breast, there is no exeuse for 
mutilating the innocent multitude to gain the theoretical chance of 
preserving the occasional patient. Viewing the vast number of eas. 


Fig. 7.—The incisions in the body of the uterus and vagina are then closed. 


trated that have passed through this clinic, | am disposed to feel a 
sympathy for those patients who express the feeling that after all 
death is not the superlative calamity in human experience. Fortu- 
nately, conservative surgery on the uterus needs no apologist, for in 
my experience no patient thus treated has died. All that is required 
is a fair knowledge of living anatomy and of surgical technie and the 
industry stimulated by a human understanding to do the operation 
carefully and systematically. 


: 
OF: 
| 
J 
SS 
¥ > \ 
: 
me 


SEPARATION OF THE SYMPILTYSIS PUBIS DURING LABOR* 
By Wayne Breum, M.D., anp H. V. Wetraux, M.D., CoLumBus, 


EPARATION of the symphysis pubis, and also separation of the 

sacroiliac joints, during labor, is briefly discussed in most text- 
books on obstetrics, but such discussion is usually limited to the state- 
ment that separation does or may occur, and by so doing a certain 
inerease in the size of the pelvie cavity may be obtained. The separa- 
tion is variously estimated at from 0.3 to 1 centimeter. 


Fig. 1.—Normal pelvis, no separation after delivery. 


About a vear ago Dr. HL V. Weirauk, Roentgenologist of White 
Cross Hospital, and I began a systematic and routine x-ray study of 
pelves before and after delivery, whether normal or abnormal, and 
we were surprised to find the amount of separation which oeeurs in 
some so-called, and apparently normal labors. In examining these 
patients, Dr. Weirauk made the films, and I made the physical exami- 
nations and condueted the deliveries. 

The last series of fifty-four cases gave us the following figures: 


- No separation, 25 cases or 46.29 per cent (normal). 

- Slight separation (0.5 to 0.9 em.), 15 cxses or 27.77 per cent (first degree). 

- Moderate separation (0.9 to 2 em.), 13 eases or 24.07 per cent (second degree). 
- Severe separation (2+ em.), 1 case or 1.85 per cent (third degree). 


m 


*Read before the Ohio State Medical Meeting at Columbus, Ohio, May 11, 1927. 
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It is obvious, of course, that all pictures must be made from the 
same angle, and with the tube placed equidistant in all 
order to avoid photographie errors. 


cases, in 


We divided our cases arbitrarily into the four groups or classes 
preceding and the division is based on the actual separation in 
centimeters, comparing the pictures just before the fetus passes 
through the bony pelvis, within three hours after the birth of the 
fetus, and upon the presence or absence of postpartum symptoms, due 
to the separation. 

First degree separation will not cause any clinical symptoms, and 
Without an x-ray examination, a separation of this degree would not 


be diagnosed, 


A 


Fig. 2.—Slight separation after delivery. 


Second degree separation will cause pain over the pubes when the 
patient attempts to turn on her sile, when the thighs are flexed, and 
when the thighs are in the Walcher position, or when using a bed pan, 
ete. There is also a fear of moving. because this produces a peculiar 
sensation over the pubes, whieh, while it may not be painful, will 
cause the patient considerable anxiety. There may be erepitation, or 
a slipping sensation whieh may be felt with the finger in the vagina, 
under the subpubie arch. There usually is retention or incontinence 
of urine, or possibly prolapse of the urethra and bladder, due to 
stretching or loosening of their attachments. There may be sudden 


pain due to the soft parts wetting between the separated pubie. bones, 
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These patients, as a rule, do not have any difficulty in walking, be- 
eause we keep them in bed longer and treat the separation (as will 
be discussed later); otherwise they would undoubtedly have discom- 
fort or be unable to bring the legs and thighs forward and would 
walk with the same duck-waddling gait, as did women after a sym- 
physeotomy. Cystitis is common, although not as common as one 
would expect. In our series, cystitis was uncommon, but we attribute 
this to the facet that we used prophylactic measures in all cases where 
there was any possibility of this annoying condition developing. 
Third degree separation will give all of the above symptoms, exag- 
gerated, plus more pain and a distinet waddling when patient walks; 


this usually persists for several weeks or months. 


Fig. 3$.—Moderate separation after delivery. 


The study of these cases, with the x-ray alone, as a basis for advis- 
ing the patient regarding the best method of delivery has not proved 
very satisfactory, as we have not as yet been able positively to state 
Whether there should be a section, forceps, long labor, aided by mor- 
phine, ete.. prolonged ether analgesia, or version, unless, of course, 
there is marked*pelvie deformity or other pronounced pathology. 
Some pictures will show what, in our opinion, will be a normal labor, 


but which actually terminates abnormally, while some cases we have 
studied appear to have a distinet disproportion, but will, when the 
labor begins, progress very nicely, so that they are delivered without 
much difficulty. We ean, however, by reraying these patients during 
labor, prognostiecate, in the majority of cases, the duration of labor 
and the amount of separation of the symphysis whieh we may expect, 
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and the subsequent clinical symptoms. Of course all other methods 
including pelvimetry, physical examination, ete., are used in conjune- 
tion with the x-ray. 


TREATMENT 


Type one: Obviously treatment not needed. 

Type two: Rarely is treatment needed. 

Type three. 1. Consists, if possible, of predicting the separation in 
advance and managing the case accordingly. 

2. Long, slow labors should be treated with morphine and scopolamine, 
or similar drugs, to relieve pain while fetal head is descending and 
molding, with perhaps overriding of parietal and occipital bones. 


3. Very careful watching and tracing of fetal heart tones. 


Fig. 4.—Severe separation immediately after delivery. 


4. Ironing out of pelvie floor (usually associated with small pelves, 
small vaginal canals, and tight vulvar orifices). 

5. Be ready for any emergeney in case fetus shows signs of distress. 

6. Be sure bladder and rectum are empty before head passes through 
outlet. 

7. Strap entire pelvis after delivery and apply pelvie swathe. 

8. Catheterize whenever needed and instill an ounce of 5 per cent 
argyrol after each catheterization. 

9. Catheterization having been necessary, the patient should be 
catheterized, even though she voids, onee each twenty-four hours, 
immediately after she voids, until there is no residual urine. 

10. Patient to be quiet in bed for twenty-one to twenty-eight days, 
(routine leg, body, and pelvie exercises are not to be used). 
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11. The pelvie swathe should be worn for three months after pa- 
tient is out of bed (longer if necessary ). 

12. Patient should void frequently to prevent bladder from becom- 
ing distended. 

13. Surgical apposition of the separated bones may become neces- 
sary if the above methods of treatment fail and symptoms persist. 

14. Subsequent pregnancies should be managed according to the 
completeness of recovery and severity of the symptoms following the 
previous delivery. 

CONCLUSIONS 


1. Separation of symphysis pubis occurs during delivery more fre- 
quently than formerly believed. 

2. X-ray examination should be used as an adjunct in the determi- 
nation of any suspicious disproportion between passage and passenger. 

3. A separation of 0.9 em. or less will not cause symptoms. 

4. A separation of more than 0.9 em. will produce symptoms to 
which careful attention must be accorded. 


683 East BROAD STREET. 


ON THE DISTRIBUTION OF ENDOMETRIAL CYSTS* 


By Mark T. Goupstine, M.D., F.A.C.S., Crieaco, Inn. 
(From the Wesley Memerial Hospital) 


N DECEMBER, 1923, | presented, before this Society, a paper 

dealing with adenomyomas of the reetovaginal septum, and at 
that time the preponderance of evidence was greatly in favor of 
Robert Meyer’s theory that these growths are of inflammatory origin. 
After three years of careful study of many hundreds of sections, I 
am more convineed than ever that these neoplasms are not, in the 
majority of cases, endometrial transplants or metastatic endome- 
trium. Tissues resembling endometrium in every detail are com- 
monly found in and on all the female pelvie organs, on the intestines, 
the abdominal wall, and the abdominal viscera. They are found in 
organs and inflammatory tissues far removed from the abdominal 
cavity and, moreover, often resemble endometrium more closely than 
the adenomyomatous structures adjacent to the uterus, the fallopian 
tubes, or the ovaries. 

Normal glands in other organs, such as the stomach, intestines, 
and gall bladder, ean become misplaced and be taken for adenomyo- 
mas, because they have the connective-tissue stroma around them, 
plus the smooth muscle tissue. As a result of inflammation, blood 


*Read at a meeting of the Chicago Gynecological Society, February 18, 1927. 
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has been found in every type of glandular cyst, ie. brain cysts, thy- 
roid cysts, breast cysts, or ovarian evsts, and, therefore, the come 
presence of blood in a eyst does not in any way prove that these 
vlandular structures are necessarily of endometrial origin, 


Fig. 1.—Andenomyoma on fallopian tube. (CX 60) 


Fig. 2.—Adenomatous tissue in fibroid tumor. (X 230) 


I believe that only a small percentage of so-called chocolate cysts 
have an endometrial etiology, but that most of them are simple eysts 
of the ovary, into which hemorrhage has taken place. 

Many endometrial-like growths are found on the fallopian tubes, 
usually on tubes which show inflammatory changes. It is the con- 
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sensus of opinion that these are outgrowths from the tubal mucosa 
which have become pinched off rather than transplants. I have, how- 
ever, never been able, after careful sectioning of an apparently iso- 
lated growth, to find the site of origin. 


Fig. 3.—hndometrial-like glands in hemorrhoid. (X 150) 


Fig. 4.—Icndometrial-like tissue in abdominal wall tumor. (X 150) 


The cells of the germinal layer of the ovary dip into the stroma of 
that organ and at times are eut off with resulting adenomatous strue- 
tures which certainly cannot be distinguished from endometrial 
glands. I have observed similar endometrial-like glands arising from 
the cells of the stratum granulosum, and if one is over enthusiastic 
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and somewhat imaginative, there is no limit to what may be observed 
in the ovary in the way of structures resembling endometrial tissue. 
In Figs. 2, 3, 4, 5, and 6 are shown a variety of endometrial-like 
structures in various tissues. 


Fig. 5.—Mndometrial-like glands in a tonsil. 275) 


Fig. 6.—Endometrial-like gland from inflammatory tissue in the neck. (CX 150) 


REVORT OF CASE 


A woman, aged twenty-three years, single, with a normal menstrual history. 
A year and a half ago she observed a firm nodule, about the size of a hen’s egg, 
and not movable in the median line, just above the symphysis pubis. It grew 
slightly larger and was believed to be a hernin and failed to show any change 
in size or any other alteration during the menses. It was found to be firmly adherent 
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to the abdominal fascin. On removal it resembled a fibromyvoma, but section showed 
( 
an adenomyomi, This growth was typical in the size, shape, and contour of the 


glands. 


SUMMARY 


It is obvious from a study of the sections presented in this paper 
that these adenomas are histologic and morphologic duplicates of the 
uterine endometrium in various phases of its cycles. It is also obvious 
that in every specimen presented, there was blood in the gland lumen 
and. in the great majority of cases, in the adjacent stroma. This 
morphologic and histologic resemblance, together with the presenee 
of blood, does not necessarily prove the endometrial origin of the 
glandular structures shown. To be derived from endometrium, a 
tissue must respond to the ovarian hormone exaetly as does the uter- 
ine mucosa; Intraglandular and periglandular hemorrhage does not 
stamp tissue of miillerian origin. When we have been shown that 
these so-called endometrial transplants undergo the characteristic 
evelic changes of the uterine mucosa, then T shall agree on their miil- 
lerian origin. But as this has not been demonstrated for the great 
majority of the so-called endometrial! adenomyomas reported the 
literature, Tam foreed to conclude that they are of inflammatory 
origin, Which substantiates Robert Meyer's theory. 
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A great movement is taking place to insist that the present deplorable maternal 
and infantile mortality and morbidity ought to be, and shall be, diminished. If, 
therefore, the medical profession itself does not take up the question seriously and 
now, it will wake up one morning to find that all kinds of rules and regulations 
have been made that may seriously affect its position. The general practitioner, 
apart from the patient, is the one most seriously concerned. By insisting on ante- 
natal supervision, by linking up with the county health authorities, by weleoming the 
assistance of obstetric experts, bacteriologists, trained nurses, and voluntary 
societies, by reporting at once cases of fever during the puerperium, by giving 
Willingly all the information he ean to those constituted to receive it, the practitioner 
is bound to be the chief instrument in the reduction of the maternal and infantile 
mortality and morbidity. 


ADAIR AND PROSHEK, 


CONGENITAL ABSENCE OF THE VAGINA* 
Report or Two Cases Treatep by A VAGINAL PLASTIC OPERATION 


By Cart Henry Davis, M.D., FLALCLS., Axnp ROLAND S. Cron, 
F.A.CLS., Minwacker, WIs. 


HE girl who reaches the age of puberty without menstruating 
should have a careful pelvie examination, preferably under gas 
anesthesia. The simpler congenital defeets may lead to serious com- 


Fig. 1.—Case 1. 


plications if neglected. Major defects, such as congenital absence of 
the pelvic organs or vagina, are rare, but when they exist, it is bet- 
ter to have them recognized early. Absence of the vagina in the 
presence of a uterus capable of menstruation necessitates early diag- 
nosis and operative treatment. 
*Read at a meeting of the Chicago Gynecological Society, February 18, 1927. 
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A congenital atresia may occur anywhere in the course of the gen- 
ital channels and, as a rule, all parts of the passages normally found 
below a congenital atresia are obliterated. Fortunately, in’ these 
eases the uterus is usually either absent or markedly atrophie and 
ineapable of menstruation. Operative treatment for the vaginal de- 
fect is, therefore, in most instances, an elective procedure. Neverthe- 
less, Schubert in 1923 collected three cases operated upon by his 
method where there was a uterus capable of menstruation, and in 


Fig. 2.—Case 1. 


the one operated by Wagner, of Prague, pregnaney and the birth of 
a child at term followed. It should be noted that one of the other 
two patients died of postoperative sepsis. 

Pemberton in his collective review suggests that ‘‘the fundamental 
reason for making an artificial vagina is to relieve the psychie de- 
pression and feeling of inferiority with which patients having a 
congenital absence of this organ are inflicted.’’ Both of our patients 
were willing to take the risk of operation rather than to continue liv- 


Ing with a defeet which, for all practical purposes, prevented mar- 
riage. 
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Confronted with a request for operative correction of a congen- 
itally absent vagina so that an otherwise well-developed and healthy 
girl might marry, there were four possibilities: refuse to do any- 
thing; attempt the Baldwin operation or some modification, using a 
loop of small intestine or sigmoid; the Schubert operation or some 
modification using the rectum, or try a vaginal plastic such as the 
one described by Graves. Both the Baldwin and Schubert operations 
have a mortality rate above the average for abdominal surgery, and 
one may question the advisability of subjecting a patient to this risk 
for an elective procedure even though the woman may urge it. A 
vaginal plastic of the Graves’ type should carry no appreciable risk, 


ge 


Fig. $.—Case 2, 


and it is believed that a patient is entitled to such happiness as par- 
tial correction of her congenital defect by this operation might give. 
After a careful study of the drawings in Graves’ textbook and the 
external genitalia of the first patient. it was decided that a two-flap 
operation should be attempted. 


CASE Miss R. W., aged twenty, consulted one of us (CL HH. June d, 1922, 
because she had never menstruated. She appeared to be a normal and well developed 
girl, except for absence of vaginal opening. The clitoris was normal and the labia 
minora slightly hypertrophied. On rectoubdominal examination what was believed 
to be an ovary was palpated in the right side, but the other pelvic organs were 
apparently missing. The patient was told of her condition and advised against 
marriage. She was told that a plastic operation would be necessary should she 
ever contemplate marringe. Mareh 22, 1924, she returned and asked to have the 


operation, as she wished to be married soon. Three days later the plastie opera- 
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tion herewith deseribed was successfully performed. After the operation manual 
dilatation was continued until her marriage in June, 1924. Coitus has apparently 
been satisfactory and accompanied by orgasm. She now has a vaginal culdesae 
about 3% or 4 inches deep (Fig. 1) which admits a medium-sized Miller speculum. 
There is good sphineter control, The present external appearance is shown in Fig, 2. 


Case 2.—Miss L. M., aged twenty-five, high school teacher, twin, was referred 
to one of us (R. 8S. C.), August 14, 1925.) The patient had never menstruated, but 
complained of regular periods of aching and dragging pain in the pelvis and 
engorgement of breasts. She appeared to be a normal, well-developed girl. The 
clitoris, labia majora and minora were normal. Slightly at the left of the midline 
and at the level of the lower third of the labia minora, there was a dimple, but 


no other indication of a vagina, rectonbdoniinal examination an irregular, 


freely movable, rather firm mass the size of a small orange could be palpated in 
midpelvis, To the right a normal ovary was felt, but the left one could not be 
outlined, 


The patient was advised in regard to her condition, She immediately requested 
that an operation be performed so that both she and her future husband could 
enjoy marital relations. Based upon experience with both the Baldwin and modified 
Graves operations, the latter was performed on September 11, 1925. Manual dilata 
tion was practiced until her marriage, November 26, 1925. 

The present external appearance is shown in Figs. 3 and 4. The vagina admits a 
medium-sized vaginal speculum and measures about 31% inches in length. There 
is excellent sphincter control. A narrow band of sear tissue across. the top of 
the culdesae whieh was present shortly after the operation has completely disap 
peared. The vagina is functioning sitisfactorily. 
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The technic of the plastic operation used for these two patients is 
essentially that described by Graves, but differs in that the flaps 
were obtained entirely from the labia. The original incision was 
made in an anteroposterior direction rather than transverse. It was 
believed that this would help secure a better flap and prevent the 
loss of any mucous membrane. The placing of sutures, ete., was ae- 
cording to Graves’ description. 


The entire operation may be briefly described as follows: The patient is pre- 
pared as for any vaginal plastic operation. The original incision is made in an 
anteroposterior direction through the hymen. The atretic area is then tunneled for 
a depth of at least four inches. This is accomplished for the most part by blunt 
dissection. During this dissection an assistant keeps a finger in the rectum to serve 


Fig. 5.—Diagrammatic drawing showing line of incision and labial flap. 


as a guide and a sound is kept in the bladder. It is essential that this dissection 
be carried high enough to form a vaginal pouch of normal depth. Four long chromic 
catgut sutures are next passed through the vault of this eculdesae at the four sides 
and left untied. These are later used to invert and secure the labial lining. This 
cavity is now gently packed with gauze to control oozing while the flaps are being 
prepared. The original incision is next carried forward, going lateral to the urethra 
and up to the origin of the labia minora at the clitoris, then outward and down- 
ward along the hairline to about the middle of the labia majora, as shown in Fig. 5. 
The fold of the labia minora is next opened up by careful dissection, and the labia 
majora somewhat undermined so as to permit a shift of the tissue when the flaps 
are united and inverted. This flap is protected with gauze moistened with normal 
salt solution while the flap on the other side is prepared. The two flaps are now 
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brought out and loosely attached to each other enheatenty and posteriorly sense 
prepared form by means of interrupted ehromie catgut. rhe form is next removed 
and the sutures which were previously placed in the vault of the anieonnt ave passed 
through their respective quadrants of the now everted lining. Fig. 6. Using these 
sutures as a guide, the lining is inverted and anchored by tying these four. The 
operation is completed by uniting the remaining cut edges and packing the new 
vagina with mereurochrome gauze. Several incisions through the flaps permit the 
escape of serum and may aid future dilatation. After forty-eight hours the 
mereurochrome gauze is removed and fresh gauze impregnated with melted vaseline 
is gently packed into the new vagina. A retention catheter is kept in the bladder 
until the second pack is removed on the sixth day. Daily manual dilatation under 


Fig. 6.—Drawing showing united flaps ready for inversion. 


sterile conditions is advisable during the second week and thereafter bi-weekly 
manipulations until the patient is married. 

Provided the external genitalia are well developed and the labia minora of normal 
size or hypertrophied, the plastic operation here described seems to offer the safest 
and most satisfactory solution for these unfortunate girls. 


REFERENCES 


Graves, W. P.: Gynecology, 1916, W. B. Saunders, p. 567. Pemberton, F. A.: 
Am. Jour. OBsT. AND GYNEC., 1925, x, 294. Schubert: Zentralbl. f. Gyniik., 1923, 
xlvii, 347. Wagner: Areh. f. Gyniik., 1923, exx, 136. 


141 WISCONSIN STREET. 


(For discussion, see page 256.) 


tg 
' 


PELVIC SYMPTOMS INO WOMEN NONGENITAL ORIGIN® 


— 


Spwarp A. ScuuMANN, M.D. Pa, 


THEE determination of the cause provocative of a known result js 

the basis of medical diagnosis, and the remote and apparently in- 
explicable relation between cause and effect is the great source of 
error in reaching correct conclusions as to the origin and nature of 
disease processes. This is especially true in the study of the pelvie 
disorders peculiar to women, since ofttimes, an obvious effeet may be 
produced by the most elusive and seemingly irresponsible causes. 

Backache, irregularities of menstruation, leucorrhea, and a host of 
other symptoms develop in women as a result of disharmonies of 
balance between the functional and somatic systems, or from. irrita- 
bility of the psyche resulting from some aberration of the sexual eyele. 

Every gynecologist of experience can recall eases where the symp- 
toms were so sharply localized that they seemed to present definite 
evidence of a pelvie disease and to indicate the performance of a 
definitely corrective operative procedure, without any pelvic pathol- 
ogy upon operation, and with no amelioration of the symptoms as a 
result. 

Repeated instances of this kind have led to a determined effort on 
the part of the conscientious gynecologist to avoid their repetition by 
the exhaustive study of the individual patient before resorting to 
surgical measures, Holden, of New York, being a particularly strong 
advocate of such study and insisting upon it in a number of articles 
upon the subject. 

[ have been impressed recently by a series of examples of the re- 
mote causes of pelvic symptomatology whieh have come under my 
observation and this paper is an attempt to correlate and draw at- 
tention to certain of these obscure relationships. 

The matter of backache in women is one of perennial interest and 
demands the earnest consideration of every physician whose work 
deals with the female sex, 

In the desire to find a cause for an effect, minor and wholly negli- 
gible pelvie pathology has all too frequently been identified as. the 
source of backache, and | think that more unnecessary operations 
have been vainly performed for the relief of these symptoms than can 
be attributed to any other single indication. 

Except in cases of destructive salpingitis, endocervicitis, and infre- 


quently in retroversion, backache in women is rarely of direct pelvie 


*Read, by invitation, at a meeting of the Brooklyn Gynecological Society, May, 
1927. 
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origin as may be readily demonstrated by a follow-up of patients who 
have been subjected to operation for its relief. 

The enunciation of the principles underlying focal infeetion has 
cleared up this question in great measure, and it is now recognized 
that possibly in a majority of instances the symptoms of pain in the 
lower back are due directly to the toxemia engendered by such, often 
remote, foci. 

Mechanical factors play an important part, but are not nearly such 
potent agencies in this connection as we have been taught to believe. 

The teeth and tonsils are now so universally looked upon with 
suspicion in any matter of ill health that one hesitates to accuse these 
structures unnecessarily. Case reports, however, are multiplying so 
rapidly and prove so conclusively that these remote organs commonly 
are the offending causes of chronic backache, that they must always be 
considered in this connection. 

One which T recently observed was so striking that a brief résumé 
of its salient points will concisely outline the course of this type of 
backache. 


A strong and athletic woman of forty, the wife of a professional colleague, 
had complained for a year of intense sacroiliae pain, sometimes’ relieved on exer 
cise, sometimes aggravated, The patient was the mother of three children, and an 
active woman of excellent general health. After many examinations an orthopedist 
adjusted a sacroiliae support with no relief. Then a gynecologist inserted a pessary 
and cauterized some cervical erosion. Cystoscopy was performed to eliminate a 
possible urinary focus of infection, with no result. The tonsils had been removed, 
but there were two suspicious incisor teeth, with some thickening about the roots, 
but no symptoms, After vainly attempting to save these front teeth the patient 
consented to their removal, with the discovery of a small abseess sae on each and 


a permanent disappearance of all symptoms within ten days. 


The pain so often deseribed by toxic women and those instances in 
which one of the acute infectious fevers is in its prodrome, should be 
easily recognized by the presence of the entire symptom-complex, of 
which the backache is but one phase, and, of course, should be man- 
aged in accordance with the approved treatment of the underlying 
(lisease. 

Probably the most common focus of infection in cases of the fore- 
going type, is chronic endometritis, but since this is a lesion of the 
pelvic organs, it does not fall within the purview of this communication. 

Eye strain, is frequently a source of distressing backache in women, 
so much so, that it has become a fixed rule of mine that no woman shall 
undergo any surgical procedure for the relief of this symptom alone, 
before a careful study of her vision has been completed, and the wis- 
dom of this course has been amply borne out by the results observed. 


The most widespread and baftling local pelvie symptoms originating 
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in nonpelvie agencies is that group of conditions which has recently 
been termed metropathy and which has been the subject of consider. 
able study. 

Metropathy has been variously defined, but in general it may be 
said to be a generic term covering a number of functional abnormali- 
ties of the uterus, and in some instances the adnexa, which funetional 
derangements eventuate in producing direct pathologic changes in the 
structure of the organs for which no local cause can be diagnosed. 

Irregularities of menstruation, menorrhagia and metrorrhagia, leu- 
corrhea and various subjective symptoms, such as bearing-down pain, 
dull ache in the iliae fossae, tendency to fatigue and so on, are the 
expression of the condition, and these women who suffer from it are 
frequently among the most regular habitués of a gynecologist’s office. 

This symptom-complex is naturally very often the result of definite 
morphologic change; salpingitis, retroversion, small myomas or eystie 
disease of the ovaries being the ordinary lesions underlying the dis- 
turbance. 

With these cases we have nothing to do, as the matter under dis- 
cussion is concerned wholly with those instances in which active and 
prominent symptoms are complained of by women whose pelvic organs 
are entirely devoid of any pathologie change which might account for 
their disorders. 

Many of these patients suffer from improper hygiene at the men- 
strual period; overwork, immoderate indulgence in athletics, and the 
acquiring of an acute infection during the catamenia being responsible 
for a considerable number. <A careful social history of the woman 
will clarify the diagnosis and the correction of the abnormal living 
conditions usually relieves the symptoms within a few months. 

The majority of metropathies, however, result from some disturb- 
ance of the normal sex cycle, and it is this group in which diagnosis 
is most difficult since a true knowledge of the most intimate details 
of the patient’s sex life are a prerequisite, and most women are ex- 
tremely reluctant to disclose these matters even though the approach 
of the physician be most tactful and wise. 

Furthermore, since this whole process is a gradual one, the evidence 
of abnormality becoming more and more marked over a period of 
months and years, the original functional disorder has been overlaid 
by true morphologic change in the tissues, by the time that the patient 
consults a specialist. There may be a nonspecific vaginitis, mild para- 
metritis, great tenderness to palpation on the part of the pelvie organs 
and other signs of true pathologic change. These are the cases 
wherein treatment of the local condition is so unsatisfactory since, 
unless the etiologic sex factors be removed, the symptom and tissue 
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changes will recur, in spite of all treatment, save total ablation. Such 
patients fall readily into three groups with respeet to the errors in 
their sex lives. 

First, the women who live with impotent husbands, where econ- 
tinual abortive attempts at coitus lead to prolonged and repeated 
sexual excitement in the woman, with a resulting chronie passive con- 
gestion and the whole train of symptoms which accompany it. Second, 
those women who suffer from vaginismus and dyspareunia also with 
continuous congestion, and third those spinsters and widows whose 
lack of sexual life leads so cften to dysmenorrhea, retention eysts in 
the cervical glands and in the ovary, and in many cases to the develop- 
ment of myomas. 

To better illustrate this group the following brief case histories 
are of interest. 


A woman of thirty-eight vears had always been well, was happily married, and 
had borne two children by difficult forceps deliveries. Fear of again undergoing 
the ordeal of childbirth led to a life of celibacy for several years, after which 
marital relations were resumed, but the husband, in the meantime, had become 
practically impotent. In spite of this, coitus was unsuccessfully attempted almost 
daily for a long period and after some six months of this the patient began to 
complain of being always fatigued and nervous; pain developed in both iliae fossae, 
especially the right, menstruation became irregular, the intervals yarying from two 
to six weeks, backache and leucorrhea developed, and she presented a typical picture 
of pelvie disease. Several gynecologists made diagnoses varying from endometritis 
to salpingitis, the right ureter was catheterized in an attempt to loeate the trouble 
and a pyelogram was made of the right kidney pelvis. 

On examination the pelvic viscera were turgid and bogey, the uterus large and 
flabby, was lying in first degree retroversion. There was no evidence of infection. 
Operation was several times suggested and refused, and finally after three years’ 
suffering the patient disclosed the facts of her sex life. The husband, being con- 
sulted, denied his impotency and refused to alter his method of life, so the patient 
was sent on a long visit to a relative in a distant city, taking her children with her. 

Improvement was noted in a few weeks and after four months all the symptoms 
had cleared up and the woman felt completely well. Upon her return to her home, 
the pelvic organs were found normal, of excellent tone, and there were no evidences 
of disease present. Within one year after a return to the faulty sex hygiene the 
same symptoms and findings were repeated, but in an aggravated form. Six 
months’ separation again effected a eure, since which time the husband has ae 
cepted the situation and the patient is entirely well. This is an illustration of the 
type of case in which local treatment or surgical intervention would have proved 
more than useless, since the attention of the patient would inevitably have been 
more strongly concentrated upon her genitalia with the superimposition of a 
neurosis upon an organic lesion. 


Two cases coming under the second group have recently been under 
my care. 


A young woman of twenty five, married for a year, had suffered from increasing 
dysmenorrhea, quite severe pain in both ovarian regions, and a slight leucorrhea. 
The symptoms were growing worse from month to month. She had previously been 
an athletic girl without any relevant illness or menstrual disturbances, but suffered 
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greatly from dispareunia due to a pronounced vaginismus, Her husband, 
Vigorous young man stated that successful coitus had never occurred though frequent 
attempts had been made, as the couple were happily married, both sexually aetive, 
and desirous of children. The patient’s account of her symptoms would lead one 
to believe that they must be due to a retroversion of the uterus, with probably 
varicosities of the broad ligament. 

Bimanual examination under anesthesia disclosed perfectly normal pelvie organs 
Without a suggestion of discase. The transverse perinei muscle and the constrictor 
vaginae were cut submucously and the small incision in the mucosa was repaired, 
Normal coitus resulted and the symptoms disappeared within two months after 
Which the woman became pregnant and is now awaiting delivery. Without doubt. 
had the interference with proper sexual relations not been corrected, the disability 
would have steadily increased until real pathologie changes due to chronie conges- 
tion supervened with the probable addition of the profound neurasthenia seen so 
commonly in these cuses. 


The third group is well known and needs but little comment. The 
celibate and sterile spinster, with gradual diminution of the men- 
strual flow, followed by an irritating but nonspecific leucorrhea to- 
gether with pruritus vulvae and neuroses of various kinds, is a 
familiar patient in the practice of most gynecologists. Here the dis- 
turbance is due to the total suppression of the uterine functions and 
as Friedlaender well says in a recent paper on this subject:' ** When 
the uterus is prevented from functioning, when it is not allowed to 
bear fruit, it cannot attain the climax of its funetional activity. It 
remains underdeveloped and stunted for life, while the woman her- 
self, when forced into sterility is deprived of the full enjoyment of 
life and her bodily and spiritual endowments. The chronic hyperemia 
from which these patients suifer leads to a whole train of nervous, 
more especially vasomotor symptoms. Many cases of sympathetic 
neurosis, neurosis of the stomach, of the intestines, and of the heart, 
also many cases of sexual neurasthenia and hysteria are to be ex- 
plained in this manner.’ 

The foregoing observations might be repeated in endless variety, 
but a sufficient number have been described, from which certain con- 
clusions may be drawn. 

Whenever a patient presents herself with a group of symptoms 
which are not fully accounted for by the findings of pathologie con- 
ditions in the pelvic organs, there is imperative necessity for the eol- 
lateral study of that patient, with regard to her sex life from all its 
angles aside from the observation of her direct physical conditions. 

Operative interference from the basis of symptomatology alone and 
without definite morphologic attention is usually a mistake and results 
in failure. 

Local treatment in these cases is of no curative value but may be 
of great assistance in aiding the physician to secure the confidence of 


Functional Diseases of the Female Genital Organs, AMER, JOUR, OBST, AND 
GYNEc., 1927, xiii, 43. 
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his patient, so that he may eventually learn the intimate details of her 
life which are often so difficult for a modest woman to disclose. 

Cure is to be sought by a correction of the sex life of the individual 
and this must be insisted upon, no matter how drastie the change in 
the social life of the woman and her husband. On the other hand, 
suggestions from the physician must be tactfully made and never 
until he has attained the full confidence of his patient and, if praeti- 
cable, her husband. By this means it is frequently possible to secure 
the most brilliant results, although far too many failures result, since 
it is often impossible to secure the cooperation of both parties in a 
radical change in their domestic affairs. 

This field is a fascinating one, combining as it does, gynecology, 
neurology, psychology, and social hygiene, and is well worth the at- 
tention of those who come in contact with gvnecologice patients. 


1814 Spruce STREET. 


TWISTED OVARTLAN CYST FIVE-YEAR-OLD CHILD 


By Harvey L. Kincam, M.D. AND ANbrews, M.D. 
Cricaco, ILL. 


(From the Department of Surgery, University of Illinois College of Medicine) 


INCE the review of Weil! in 1905, there has been a considerable 
interest shown in ovarian tumors, especially in childhood. At the 
time, he was able to record eight cases, seven of which were dermoid 
evsts, the other being a teratoma, all occurring in girls under five 
years. He did not discuss the question of torsion of the pedicle in 
these cases. Downes.? in 1921, reported an additional eight cases of 
dermoid cysts in children under five vears but did not give references. 
It has been stated by various investigators that dermoids are prob- 
ably more common in childhood than would be indicated by the 
literature, but because they give the patient no symptoms, they are 
not found until middle or old age. The diagnosis of eystie ovary in 
childhood is usually made in one of two ways: (1) beeause of in- 
crease in size of the abdomen the patient consults a doctor or, (2) 
twisting of the pedicle giving rise to acute symptoms. It is rare to 
find either of these conditions before the fifth year, but they are rather 
common, at least comparatively so, between the ages of five and ten 
Years. It is our purpose to confine this paper to a discussion of these 
cases which are called to the attention of the surgeon beeause of 
acute abdominal symptoms during the first five vears of life. 


The literature is not voluminous on this subject, but several eases lave been 
reported very similar to our own, Busch® reports a case of a twisted eyst in a 


hernia in a girl ten days old. Rainey! reported an interesting dermoid, occurring 
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in a girl two and one-half years old, who gave a history of previous similar at- 
tacks of pain in the lower right quadrant, with vomiting and recovery in two or 
three days. The attack in which he saw the patient was similar to the others, 
except that it did not subside, and on the third day the pulse was 102 and tem- 
perature 102.6°, with a palpable mass in the lower right quadrant. The reetal 
examination revealed a smooth, rounded, movable mass without any apparent in- 
flammation near the uterus or vagina. The diagnosis of tumor was made only after 
the patient was partially anesthetized and the abdominal wall relaxed. The 
operation showed a dermoid eyst, originating in the right ovary and attached to 
a pedicle which was sharply twisted at the junction of the ovary with the fallopian 
tube. The patient made an uneventful recovery. 


Powell> reports a case of twisted unilocular cyst in a five months’ old infant 
with similar acute symptoms, and on operation the uterus and appendages were so 
affected by the torsion that it was necessary to remove them entire. 

Cattermole® deseribed a dermoid eyst, occurring in a child of five years, who 
had acute abdominal symptoms and was operated upon, at which time a dark red 
tumor, the size of a small orange, was found attached to the right ovary by a 
narrow pedicle which was twisted twice. The mass contained bone, hair, and 
blood serum, The patient recovered, 

Morris? had a patient, a girl, aged four and one-half years, who was suffering 
with acute pain in the abdomen, At operation she was found to have a twisted 
ovarian eyst of the left ovary, the tumor weighing eleven ounces. No microscopic 
report was recorded. The patient made an uneventful recovery. 


Our patient was quite similar in most respects to those just re- 
viewed. She had been in the hospital five months previously for 
chicken pox, at which time no mass was palpable, and she gave no 
history of any acute attacks, 
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The girl, aged four years and eleven months, was admitted to the Researeh 
and Edueational Hospital on November 8, 1926, complaining of pain in the lower 
right quadrant of the abdomen, which had begun the previous morning about ten 
o'clock, with nausea and vomiting. She vomited nine times during the day but 
complained of no pain until late in the afternoon, shortly after drinking a cup 
of ten. Following this she complained of severe pain in the lower right abdomen 
with more vomiting and considerable retching. The temperature at that time was 
99°, The attack lasted about an hour. A week previously she had been seized 
with nausea and vomiting but had had no pain referable to the abdomen. 

Past History—Normal delivery; measles at one and one-half years, broneho- 
pneumonia at three years, 

Physical examination revealed a pale girl of about five years with flushed 
cheeks and bright eves. The temperature was 99.2°, pulse 102, and respirations 


26. White blood cells were 16,100 per cubie millimeter. Urine was found to be 
negative except for a moderate amount of acetone. The physical examination 
showed nothing except a tender palpable mass in the right iliae fossa, which felt to 
be about the size of an orange. There was some muscle spasm and rigidity present 
over the lower right abdomen. Later examination was made by another member 
of the staff and he reported no mass in the iliae region, but he palpated what 
seemed to be a mass in the upper left quadrant which suggested a possibility of 
spleen or kidney. The patient had recovered from her acute symptoms sufficiently 
to be no longer considered an emergency. 

The next morning the mass could be made out with difficulty suprapubieally 
and was much less tender. With one finger in the reetum and the other hand 
on the abdomen, the swelling could be felt filling the entire pelvis. It was easy 
to bring it out of the pelvis and to move it to any quadrant of the abdomen. 
There was slight pain associated with this manipulation. The temperature this 
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between 99° and 100° degrees, but the pulse rose to 130, 


A pre- 
ovarian tumor was made and operation performed the next 


Fig. 4. 
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ovary. It was found to be attached by a small band of tissue to the posterior 
surface of the right broad ligament about two centimeters below the fallopian tube 
and just internal to its fimbriated end. The band was about two and one-half 
centimeters wide and four or five centimeters long. Without enlarging the incision, 
the band was elamped, cut, and ligated. The trocar was inserted, and apart 
of the contents drained. The tumor was then easily delivered through the button- 
hole ineision. 

The wound was closed without drainage, and the patient made an uneventful 
recovery, going home on the thirteenth day postoperative. 

Gross Deseription.—The specimen consisted of a thin-walled eyst about three 
inches in diameter, covered with smooth glistening peritoneum except at its pedicle, 
which was about an inch long and flat and strap-like. The eyst was quite hard, 
being quite tightly distended with clear fluid, and translucent. 

When opened, it appeared to be unilocular and contained clear fluid. The inner 
lining was also smooth and glistening. The walls were so thin that nothing could 
be said of their structure or probable contents, 

Microscopic Description.—The slides showed rather typical findings of a dermoid 
cyst. Fig. 1 shows the skin elements, the stratified squamous epithelium, with 
hair follicles eut both in longitudinal and cross-sections. The subcutaneous tissue 
is generous in amount and contains numerous sudoriferous glands and numerous fat 
cells. While there were no hairs present within the cyst, there were numerous 
follicles, and the tumor would likely have contained many hairs had it been re- 
moved during adult life. Fig. 2 shows a similar area with the squamous cells 
less well differentiated and containing fewer follicles and glands. 

Microscopically, the tumor was multilocular, containing many small eysts, lined 
by flattened cuboidal cells with thin vascular fibrous tissue beneath. Fig. 3 shows 
one of the larger cyst walls and also a large area of cartilage formation. Seattered 
through the dermoid were several small areas of developing bone, which un- 
fortunately does not show in the photomicrographs. In still other areas were small 
numbers of both smooth and striated muscle cells. There were no highly dif- 
ferentiated structures, such as nerve cells or kidney tissue, as described by Franeos 
in a cyst removed from a nine-year-old girl. 

There was considerable hemorrhage, with congestion of the vessels sufficient 
to consider it due to a twisting of the pedicle. No ovarian tissue could be 
recognized in the several sections examined, 

Diagnosis.—Hemorrhage into the wall of a simple dermoid eyst, caused by 
twisting of pedicle. 


CONCLUSIONS 


1. Twisted ovarian cysts in children under five years are rare. 

2. The diagnosis is often very difficult, and because of the acute 
symptoms produced, must be differentiated from aeute appendicitis 
and intussusception. 

3. Reetal examination is of extreme importance, for the mass must 
be differentiated from spleen, kidney, and the mass produeed by ap- 
pendiceal abscess or intussuscepted bowel. 

4+. Operation is indicated even after subsiding of aeute symptoms, 
because of danger of recurrence of twist which may shut off the blood 
supply to the uterus and other adnexa, necessitating their removal. 


5. Operation is rather simple in uncomplieated twist of pedicle 
and results are satisfactory. 
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THE RELATION OF HYPERTENSION OF TILE MENOPAUSE 
TO ARTERIOSCLEROSIS 


By Artiiur L. Nreuson, M.D., Haran, lowa 


YPERTENSION is one of the vasomotor disturbances associated 

with the menopause and is the chief and perhaps the only one 
of the menopausal symptoms that has serious possibilities. Hyper- 
tension of the menopause is analogous to the so-called ‘*essential”’ 
hypertension, termed hyperpiesia by Albutt. There is no demonstra- 
ble pathology to account for the inerease in pressure, ie., the condi- 
tion is purely functional. In the same manner that an essential 
hypertension, continuing for a period of years, almost invariably be- 
comes an organic cardiovascular-renal disease, so menopausal hyper- 
tension, uncontrolled, in some patients develops into an organie con- 
dition with diseased heart, blood vessels or kidneys. Maranon’ says 
that in certain cases menopausal hypertension is a predisposing cause 
of arteriosclerosis. 

Increase of blood pressure over the normal is very frequent during 
the climacteric. Culbertson? found inereased readings in 25 out of 
29 cases. Sanes* reports that 46 per cent of 102 patients had systolie 
pressures over 150 mm. mereury, during the menopause. Strassmann* 
found an average increase of 20 mm. mercury in blood pressure dur- 
ing the menopause. Maranon! states that hypertension during the 
climacteric is extraordinarily frequent, and the same writer’ says 
that more than half the women bdbserved during the menopause pre- 
sent a more or less marked rise of blood pressure. 

The cause of increased blood pressure during the climacterie¢ is the 
endocrine imbalance brought about by the lack of ovarian secretion. 
The nature of this endocrine disturbance is a relative oversecretion 
of the adrenal and pituitary glands, affecting the vasomotor mechan- 
ism. Evidences of loss of vasomotor control inelude hot flushes and 
dizziness as well as hypertension.2, Maranon considers a hyperthy- 
roidism as an accompanying cause in some cases. 
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In the diagnosis of menopausal hypertension it is necessary to rule 
out any organic cause for the increased pressure. This may be diffi- 
cult, for the argument has been advanced that it is only by reason of 
the inability of present tests to determine early and minimal derange- 
ments of the kidneys that any case of hypertension is considered to 
be essential. In the absence of syphilis, kidney and vascular findings 
by ordinary methods of examination, and with no demonstrable in- 
fective foci, eases of hypertension are considered as functional. 
Functional hypertension is further differentiated from organie types 
by the variability of the functional, there being frequently marked 
change in readings, taken at various times and particularly depend- 
ing on the emotional state; by the nonresponse of the organic to 
treatment, and, as emphasized by Kylin,’ the normal capillary pres- 
sure in the functional cases. Culbertson finds in the funetional hy- 
pertension of the menopause that the diastolic rise is much less than 
in organie types. The diagnosis of the menopause depends upon the 
age of the woman, and upon the presence of the usual menopausal 
symptoms, notably the hot flushes, sweating, nervousness, palpitation 
and tachyeardia, and changes in the menstruation. Further points 
present in the climacteric, that may be diagnostic, are a hypergly- 
cemia and lowered carbohydrate tolerance, which are quite constant. 

The upper limit of normal systolie pressure in women at the age 
of menopause is from 145 to 150 mm. mereury. Insurance statisties 
list the average normal systolic pressure in women at the age of 
forty-eight at about 130 mm. mereury. The diastolic normal at this 
period is around 90, with an upper limit of 100 mm. mereury. Pa- 
tients in the climacteric with systolic pressure above 150 mm. mer- 
eury, in the majority of several determinations, are considered to be 
hypertensive eases. The diastolic readings are commonly inereased 
moderately. Of 18 patients observed frequently during the 
menopause, in whom there was no discernible organie lesion, all but 
four had systolic pressures consistently over 150 mm. mereury. 
Of these, two came because of profuse menstruation, leaving two or 
but 11 per cent of this small number that did not show hypertension. 
The occurrence of profuse bleeding during the menopause is both a 
result of and a relief from hypertension, and a patient with excessive 
flowing and normal pressure might be considered as a hypertensive 
case. 

Considering the ordinary causes leading to high blood pressure, it 
would be expected that its incidence would be greater in men than 
in women, for the male is said to be more liable to dietary indisere- 
tion, alcoholism, tobacco, infections, and manner of living and work- 
ing, which lead to degenerative diseases. Chronie nephritis is about 
10 per cent more frequent in men than in women. Apoplexy, which 
is the most striking culmination of hypertension, occurs with prac- 
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tically the same frequency in women as in men. Hypertension of the 
menopause is the etiologic factor in arteriosclerosis and apoplexy in 
women that brings their occurrence in women to the same frequeney 
as in men. , 

From the history and observation of a total of 48 women patients 
with marked increase in blood pressure, it was believed that in 19 
patients the menopause was the initiating factor of the hypertension. 
One of the 19 was observed for six years, suffered an attack of apo- 
plexy and died at the age of fifty-seven. Four of the 19, under ob- 
servation for from two to five years, have organic changes conse- 
quent to the hypertension; Le., arteriosclerosis, chronic nephritis, or 
chronic myocarditis, and the remainine fourteen, also observed for 
from two to five years, have remained with no apparent. organie 
changes. These fourteen patients have been under more or less con- 
tinuous treatment, with favorable results in eight and with intermit- 
tent relief in the other six. In the 24 other patients, when first seen, 
chronic organic conditions were found in 18, four were first exam- 
ined after cerebral hemorrhage had occurred. In six cases no cause 
or effect of the hypertension could be determined. The time of on- 
set in these twenty-four patients was indefinite, and the lack of his- 
tory and associated symptoms make it unlikely that the origin of 
their hypertension was menopausal. 

Theoretically, control of hypertension of the menopause should 
invariably be accomplished by administration of ovarian extracts. If 
ovarian extracts, proved active, in sufficient dosage be given to 
patients with purely menopausal hypertension, the results would very 
probably be relief in every case. The difficulties in treatment are to 
rule out other causative factors of the hypertension, and to be cer- 
tain of the potency of the ovarian extract used. Before considering 
any hypertension as the menopausal type and beginning treatment, 
any focal infections should be eradicated, and proper hygiene and 
dietary instituted. Ovarian substance is given by oral administra- 
tion in dosage of five grains, three times daily. ILypodermie use, 
judging from a limited experience, is not as satisfactory as the oral 
method. Extract of whole ovary has been the preparation of choice 
in these treatments. The associated symptoms of the menopause, the 
hot flush, ete., are also relieved"by the ovarian therapy. The effect 
of the medication on the hot flush may be considered as a physiologic 
test of poteney of the extract, as Sharlit, Corscaden and Lyle® found 
no failure to relieve the hot flush by ovarian extracts if proper dos- 
age of an active extract was used. Amone other medicinal remedies 
of hypertension, the iodides are perhaps contraindicated, due to the 
hyperthyroid element in some of these patients. Autocondensation 


and perhaps other physiotherapeutic measures will give some tempo- 
rary relief to functional hypertension. 
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SUMMARY 


Functional hypertension is a very common symptom of the meno- 
pause. This functional hypertension of the menopause in some cases 
develops into an organic hypertension with arteriosclerosis and 
chronie heart or kidney disease. From 10 to 30 per cent of cases of 
organic hypertension in women represent a continuation of uncon- 
trolled menopausal hypertension. Successful treatment of hyperten- 
sion of the menopause will reduce the incidence of apoplexy and 


cardiovascular-renal disease in women. 
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TUBAL PREGNANCY AT TERM 
By M.D... FLALCLS., Pirrspuraiu, Pa. 


T IS difficult to determine exactly the number of extrauterine preg- 

nancies occurring, due to the fact that a certain number of births 
are not registered, and that one out of every four normal intrauter- 
ine pregnancies misearries, together with a definite number of  pa- 
tients with extrauterine pregnaney dying of hemorrhage outside of 
hospital care. The figures most acceptable are those based on the 
vital statistics of the city of Philadelphia for the vear 1918, and the 
corrected standard would apparently show that the ratio of extra- 
uterine to normal pregnancy was 1: 303, although some clinies report 
a higher rate even up to an incidence of 1: 150. 

Comparatively few or none go to term when the rupture is intra- 
abdominal. In all literature, as far as we were able to trace, there 
are less than three hundred cases of extrauterine pregnancies which 
have gone beyond the fifth month, and of this number, twelve were 
intraligamentary, nine were ovarian, and only six were truly ectopic 
in the sense that they were wholly included in the tube. There are 
several reasons why the intraabdominal cases will not go to term: 
the ratio of normal fetuses in the tube is only 1:7'; the type that 
ruptures into the abdominal cavity is usually ampullar and for the 
gestation to proceed, there must be little or no damage to the fetal 
sac, and of course the placenta must be firmly implanted for nourish- 
ment. Primary abdominal pregnancy, as such, does not occur and in 
looking over the records of the cases | was able to find only one instance 


Where if seemed as though the placenta was wholly and primarily 
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attached to the liver; in all other cases the rest of the placental- 
peritoneal attachment was secondary to a pelvie attachment. This 
would seem most reasonable, for certainly any detachment from the 
original implantation over a short period of time would cause irrep- 
arable damage to the fetal blood supply, and consequently cause the 
death of the fetus. 

In checking the literature back to 1809, T have had some difficulty 
in identifying individual cases, and in making an accurate diagnosis 
of the type. Kelly? gives a list of 77 cases, beginning with 1809, 
Sittner,? in 1901, listed 179 which went to term and ineluded im this 
study Kelly’s eases; Avers* listed 149 cases from 1880 to 1898; Del- 
camp,” in 1918, listed 47 cases; Horsley® brought the literature up to 
1912; Beek? listed 262 cases of full-term extrauterine pregnaney in 
1919. Rader. in 1923. reported 160 eases of extrauterine pregnancies 
with living children. Sinee 1919 T have found eighteen additional 
cases which, added to Beek’s list, make 280 cases since 1809, and 
since 1923 [ have found seven with reported living babies which, 
added to Rader’s list. makes 168 eases with living babies. 


CASE REPORT 
Mrs. C. was seen on April 25, 1927. Dr. O. had seen her for the first time ten 
days before, and on oeeasions had administered opiates to relieve her of false labor 
pains. THe believed she had some sort of an abnormal condition and due to the 
fact that she had many condylomas about the vulva, he thought she might have 
a peritoneal infection of specific origin. Her obstetric history essenti- 
ally negative, she had had three normal children after relatively 


de- 
liveries. 


This present pregnaney, and she was at term, had been uneventful up until 
a month ago, when she began to be annoyed by irregular abdominal pain and 
occasionally was nauseated and would vomit. On entrance to the hospital she was 
noted to be a large colored woman with a thick abdominal wall, resting fairly com- 
fortably in bed, complaining at intervals of what were apparently labor pains. 
During a pain, there was some slight tightening of the abdominal wall, but nothing 
unusual, the fetal heart was easily heard in the lower right abdominal quadrant, and 
the fetus seemed to be floating in a right position with no presenting part in the 
pelvis. On rectal examination no dilatation was made out. She was given morphia 
in order to quiet her pain, because she was making no progress. Twenty-four hours 
later she was still complaining of indefinite abdominal pain, but when left alone 
would promptly drop off to sleep. Since there was no change in pulse or tempera- 
ture, it was thought wise to wait and see whether she would not spontaneously start 
into labor. She was rather large, and to guard against a possible multiple pregnancy 
an x-ray was taken. The plate was not satisfactory, but the x-ray department 
hazarded a guess that she might have twins. On that supposition it would account 
for the size and the general discomfort of the patient, and so it was still deemed 
wise to wait for a normal Jabor. Forty-eight hours after hospital entrance it was 
decided to induce labor, and since she was a multipara, a gauze pack was inserted 
into the cervix and the vagina. Twelve hours later the patient was complain- 
ing of abdominal pain quite continuously, the pulse had risen to 120, and the 


patient had been vomiting; the pack was removed, and the cervix was still firm and 
rather hard, not at all consistent with a uterus at term. The cervix was dilated 
sufficiently to admit the finger and the uterus was found empty, with the fetal head 


— 


| 
| 
we 
- 
| 
a 
| 
j cy 
q 


WILLIAMSON: TUBAL PREGNANCY AT TERM 217 


bobbing down behind the uterus. Bilocular uterus or a ruptured uterus was the 
diagnosis in mind, and the patient was taken to the operating floor for abdominal 
section. Under ether anesthesia the abdomen was opened in midline, below the 
umbilicus, and a large soft mass, not at all like a uterine wall, with five small 
omental adhesions appeared. In attempting to steady the mass, it ruptured sud- 
denly, and the child was precipitated among the intestines. The cord was clamped 
and a living child of eight pounds, four ounces, was delivered. The sac was clamped, 
tied, and cut off, and then the uterus came up into sight, enlarged to about three 
months; it was then apparent that we had taken out the right tube. The tube and 
its vessels were enlarged to about the size of the thumb. The autopsy and the 
histologic section demonstrate beyond doubt that we had a true ectopic pregnancy 
completely enclosed in the right tube. The patient was in a bad condition, and the 
abdomen was hastily closed with a gauze drain at the lower end of the wound. 
The patient was put back to bed and given the usual treatment for shock cases, 
but died sixteen hours after operation. 


Fig. 1.—Section showing placental layer and loose muscular layer with fibrous tissue 
corresponding to structure of fallopian tube. 


AUTOPSY 


Peritoneal Cavity.—It contains about 200 ¢@.e. of free blood. The peritoneum 
is dark and injected everywhere. In some places small fragments of greenish 
yellow mucoid material are found on the peritoneum. There are a good many old 
fibrous adhesions in the epigastrium as well as in the pelvis. The left fallopian 
tube is everywhere surrounded by firm fibrous bands. The right fallopian tube is 
missing. The diaphragm reaches the third intercostal space on the right side, and 
the fourth rib on the left side. 

Uterus.—The uterus appears moderately enlarged. The lumen contains a gauze 
strip. The endometrium is injected and ragged. 

Histologic Record.—Specimen consists of a placenta, elliptical in shape, measuring 
2) by 18 by 7 em. with a portion of the cord and secundinae. The placenta ap- 
pears to be intact. The amniotic sac is made up of two distinct membranes. The 
interior one does not differ essentially from a normal amnion. <A yellowish mem- 
brane about 1 mm. thick covers this amnion on the outside. This yellowish mem- 
brane can easily be pulled off the amnion; it also covers the maternal surface 
of the placenta, apparently forming a sae which enclosed fetus and placenta. 
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Microscopic Examination.—The outer part of the yellowish membrane covering 
the maternal surface of the placenta is made up of a thin layer of loose, vaseular, 
fibrous, connective tissue with bundles of nonstriated muscle fibers. This structure 
is identical with that of the outer lavers of the fallopian tube. There are aceumn- 
lations of blood pigment seattered through that outer coat. It is separated from 
the placenta by a thick layer of hyalinized stroma and a thick layer of fibrin and 
coagulated serum. The placental tissue shows nothing significant. 

The histologic picture suggests a tubal pregnancy. This diagnosis was confirmed 
by the autopsy, which revealed that the specimen removed at operation was the 
right fallopian tube. As one proceeds away from the maternal surface of th 
placenta, the outer zone of the well-nourished connective tissue gradually disappears, 
und the sae is surrounded only by a zone of hyalinized connective tissue which 
evidently undergoes regressive changes. 


DISCUSSION 


There were, as far as I could discover in the literature, out of the 
280 extrauterine pregnancies at term, 167 living babies with a ma- 
ternal mortality of 37.2 per cent. Since 1809, | have been able to ascer- 
tain that nine cases recorded were wholly contained within the tube. 
Recognition of the first known ease of extrauterine pregnaney is attrib- 
uted to Albucasis, an Arabian physician living in Spain, about the mid- 
dle of the eleventh century. It is reported in Caspar Bauhin’s work, 
Gynaecorum sive de mulierum Affectibus Commentarii, and printed in 
Basle, in 1586. Ile recounts how he saw fetal parts escaping from a 
woman’s abdomen by the simple process of suppuration. There is a ques- 
tion, too, as to whether the first supposedly successful cesarean section 
by Jacob Nufer at Sigerhausen, in Switzerland, in 1500, was not an 
intraabdominal pregnancy, rather than an intrauterine. The first 
definitely historical reference to surgical interference for abdominal 
pregnaney is that of Primerose,” in 1594. The first case of true tubal 
pregnancy ever published, and the first evidence of a true under- 
standing of the condition, is found in the work of Pierre Dionis' 
published in 1718. Ile says, “‘If the egg be too big, or if the diam- 
eter of the tuba fallopiana is too small, the egg stops and can get no 
farther, but shoots forth and takes root there; and having the same 
communication with the blood vessels of the tuba, being capable of 
no such dilatation as that of the uterus breaks at Jast, and the fetus 
falls into the eavity of the abdomen, where it sometimes lies dead 
for vears, and at other times oeéasions death of mothers by break- 
ing open its prison.’’ 

In America, the first recorded operation for extrauterine preg- 
naney is by Dr. John Bard,'! of New York, in 1759. An abdominal 
tumor developed fluctuation through the lower right reetus, and on 
incision the suppurating body of a full-termed fetus was delivered. The 
wound was drained and the patient made a good recovery. The first 
case to be operated upon vaginally was in this country, the operation 
being performed by a country practitioner in South Carolina in 1816. 
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who opened the vaginal vault from below, and then, assisted by ab- 
dominal pressure and forceps, delivered the woman of a living child. 
The intestines herniated downwards on the third day, but the patient 
ultimately recovered. The first suggestion of laparotomy to check 
bleeding in ectopic pregnancy was made by W. W. Herbert in 1849. 
Parry, in 1876, urged laparotomy eloquently, but Tait, in 1883, was 
the first to have the courage of his convictions and to do an abdom- 
inal section for ectopic pregnancy. Ilis results and the ease with 
which they were accomplished convinced the medical world of their 
practicability and defined the treatment in such cases. 

The symptomatology of the condition is confusing, for the uterus 
usually enlarges with the pregnancy. In a woman with a thin ab- 
dominal wall, if the fetal movements seem very close to the hand and 
there is no presenting part in the pelvis, one should be suspicious of 
an abnormal pregnancy. There are usually some discomforts, due to 
adhesions of the sae, and with the slight leakage at times there is 
an apparent peritoneal irritation. There may be slight contractions 
resembling uterine contractions, the intensity varying with the 
amount of muscle tissue in the sac. The distribution of loose mus- 
cular tissue throughout the outer layer of the sae is well shown by 
the microphotograph. By far the most significant svmptom is that 
of a hard cervix, not at all consistent with a pregnancy at term. An 
examination should be made under anesthesia to determine whether 
the uterus can be separately distinguished, and as to whether or not 
it is empty. Occasionally there will be symptoms of partial obstrue- 
tion if the placenta has an intestinal attachment and much bowel is 
involved. 

The treatment is of course always abdominal section. The best 
time to operate for a living baby is the thirty-eighth week, but it 
would seem more conservative to operate as soon as a diagnosis is 
made. If the mass can be removed intact, the mother has a much 
better prognosis than if the placenta is left behind. If the placenta 
cannot be removed easily, it is better to leave it as it is. No drain- 
age should be placed in the abdomen, unless the question of infection 
or hemorrhage arises. The placenta, as such, may be closed in the 
abdomen, and it will ultimately be absorbed. If infection occurs at 
a later date, that, of course, calls for a second operation. The most 
favorable outcome is where the mass is attached to a pedicle, which 
may be easily removed, or where a hysterectomy can be carried out 
Without drainage. Beek’s work and review up to 1919 shows that 
the results for the mother are better when the placenta is left intaet, 
and the abdomen is closed, rather than draining or packing, if the 
Whole mass cannot be removed. The common causes of maternal 


death are, as would be expected, hemorrhage, sepsis, embolus, and 
pneumonia. 
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A COMBINED PESSARY FOR NONOPERATIVE PALLIATIVE 
CORRECTION OF CYSTOCELE AND RETROVERSION 
By Herman Strronain, M.D., New York 


HE problem of avoiding operation because of recurrent muscle 

injury in subsequent childbirth and of providing a maximum 
amount of comfort particularly for two classes of patients presenting 
themselves for treatment of cystocele and retroversion at the post- 
partum elinie of the New York Lying-In Hospital, prompted the in- 
vestigation which resulted in the production of the pessary to be 
deseribed. 


The pessary is made in three sizes, with the following dimensions: 


Width Convex Surface 
Size Length (greatest) (tip to cervical orifice) 
No. 1 9.0 em. 6.0 em, 4.2 em. 
No. 2 9.5 em. 6.5 em. 4.4 em. 
No. 3 10.5 em. 7.5 em. 4.6 em. 


It is made of hard rubber and should be cleansed by serubbing 
with soap and water, and kept ready for use by immersion in a solu- 
tion of lysol. The large orifice is for the cervix and is designated the 
cervical orifice. The convex surface or hiatal bridge supports the 
bladder. The perforations in the convex surface are provided to 
facilitate drainage and the transwerse grooves to offer resistanee to 
the sliding mucous membrane. The intermediate size (No. 2) is the 
one most frequently adaptable." 

The two groups of patients that seek relief in this Clinie are as 
follows: 

1. The nursing mother who agrees to an operation, but in whose 
case it seems advisable to wait until the nursing period is over, or 


*Presented to the section of Gynecology and Obstetrics of the New York Academy 
of Medicine, Jan. 25, 1927. 


'These pessaries are obtained from Cooper and Cooper, 23 Cliff Street, New York. 
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perhaps also the childbearing period, since subsequent muscle injury 
during childbirth is always imminent. 

2» The woman who refuses operation. 

After many months of trial the pessary shown was found suitable 
for the relief of the symptoms usually complained of. 

The method of insertion is the usual one. The pessary must fit the 
individual patient, otherwise its purpose is defeated. To be sure of 
the proper size, the jump of the pessary into the vagina when the 
resistance of the levators is overcome, must be felt. If not, the pes- 
sary is too small. The convex surface of the bridge should be facing 
upward when the pessary is given the final twist, so as to lie hori- 


Fig. 1.—Strongin pessary. Lat- Fig. 2.—Upper surface. 


eral view. 
zontally in the vagina. When so adjusted, the posterior curve of the 
pessary will be pushing up against the relaxed uterosacral ligaments, 
the cervix will fit nicely into the cervieal orifice, and the cystocele 
will be pushed up out of sight, coming to rest as it does upon the 
supporting convex portion or hiatal bridge. 

The pessary when in place, possesses in a way the corrective fea- 
tures of the uterus, as utilized in the subvesical interposition opera- 
tion for eystocele. The convex surface simulates the body of the 
uterus under the bladder, and at the same time obstructs the genital 
hiatus from a point behind the pubis to a point just anterior to the 
cervix, and from side to side over an area of approximately three 
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fingers” breadth, bringing the lateral borders of the pessary well be- 
yond the levator ani muscle margins which also encircle the genital 
hiatus and upon which muscles the pessary rests. 

The lever and fulerum action of the pessary is enhanced by the 
convex bridge, because the wide surface of the bridge in carrying 
the weight of the bladder, transmits part of this pressure to the 
curved portion of the pessary in the posterior vaginal fornix, and in 
turn to the relaxed uterosacral ligaments. The pessary is supported 
by the pelvie floor and the posterior vaginal wall which fills the 


Fig. 3.—Section of pelvis showing pessary in position. 


under concave surface of the bridge, and is maintained in place by a 
balance of pressure on the pelvie floor, exerted anteriorly upon the 
convex surface and posteriorly by pressure exerted upon the curved 
heel by the stretched uterosacral ligaments. With the greater weight 
in front (bladder and part of the weight of the uterus), the pessary 
is propelled through an are downward and backward, thus increasing 
the tension of the uterosacral ligaments which immediately offer 
counterpressure, and the pessary remains fixed, with the bladder 
coming to rest on the bridge. 


( 
) 
> 
| 
| 
he 


STRONGIN : PESSARY FOR CORRECTION OF CYSTOCELE AND RETROVERSION 225 
This action does four things, namely : 


1. Pulls cervix back and upward. 
2. Maintains the uterus in anteversion. 
3. Tightens slack of prolapsed bladder. 


4. Returns bladder to normal position. 


With this particular pessary the pubic bone becomes a negligible 
factor in providing a point of support, and this holds true for most 
pessaries that are supposed to be so held. The statement, as made in 
some of the textbooks, that support is so obtained is illusory, because 
just as soon as the patient assumes an erect attitude, the weight of 
the pelvie structures depresses the anterior part of the pessary and 
its tip appears just below the pubie arch. The displacement referred 
to has been shown on x-ray pictures. 

The pessary here described is not an instrument used for causal 
relief, but is used as a palliative measure for symptomatic ameliora- 
tion of a frequent pathologie condition. The desiderata for such a 
pessary are: 

1. Maximum mechanical correction and anatomic reposition. 
2. Physical and psychie relief to the patient. 
3. Light weight. 
4. Should not be visible or palpable externally. 
». Should not interfere with coitus. 
6. Should not interfere with nozzle douche. 

The improved pessary has been in use for over a year, both at the 
New York Lying-In Hospital and in private practice, and has been 
found to fulfill thorough!y all the requirements enumerated, except 
in cases where muscle injury has been extreme. Under the latter 
circumstances no pessary holds. 
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CLINICAL END-RESULTS FOLLOWING DIATHERMY IN 
GYNECOLOGIC CONDITIONS* 


By Mortimer N. Hyams, M.D., New York, N. Y. 


(Associate in Gynceology, New York Post-Graduate Medical School and Hospital) 


NE hesitates to introduce a topie for discussion which has been 

the cause of so much recent controversy as diathermy. Yet any- 
one who is interested in its possibilities must review the literature 
and his own ¢linieal results from time to time, and submit his econ- 
elusions for the consideration of his coworkers, so that the aetual 
virtues of this therapeutic agent may be definitely determined. 

The true physical properties of diathermy, its exact effect, its re- 
action on the tissues, and the tolerance of the cells during its appli- 
cation, are not yet sufficiently well known to justify the assertion 
that this modality is thoroughly understood. It can be said that, 
although diathermy has been used sinee 1891, when Morton, 
D’Arsonval, and Tesla discovered and applied it, there is still much 
research work to be done concerning its therapeutic use. 

Clinically, diathermy may be considered as either medical or sur- 
vical. It is always administered in the same general way, surgical 
diathermy being nothing more than a tremendously increased heat 
concentration at a particular point, resulting in coagulation or de- 
struction of tissue. Medical diathermy, on the other hand, does not 
destroy tissue when applied properly but produces local hyperemia 
and increases metabolism. If enough heat is projected into the tis- 
sues, microorganisms are said to be killed. 

Progress in the field of diathermy has admittedly been greater in 
the surgical than in the medical type of treatment. Here the actual 
destruction of tissue, whether through the cystoscope or superficially, 
leaves nothing to be desired. The recent perfection of a more highly 
developed diathermy, called radiothermy, in which many millions of 
frequencies per second are utilized, places at our disposal an agent 
which is extremely efficient and produces spectacular results. Grooves 
and furrows are seared in the living tissues, or elongated fragments 
of tissue are removed with the utmost ease and with no subsequent 
discomfort to the patient. . 

No such uniform accomplishments ean be attributed to medieal di- 
athermy. Here objective evidence of tissue changes, aside from the 
rise in temperature, is often lacking, and the necessity for constant 
and long-continued applications which alone assure success, must be 
recognized. Many clinicians do not have the time, patience, or ineli- 
nation to apply the slower modality with the necessary persistence 
and attention to detail, so that cures are sometimes reported on 


*Read before the Section of Obstetrics and Gynecology, New York Academy of 
Medicine, February 22, 1927. 
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insufficient evidence. The literature teems with descriptions of mi- 
raculous one-treatment cures of many gynecologic conditions, which 
are obviously impossible. On the other hand, some gynecologists can 
see no merit, present or future, in medical diathermy. Reckless state- 
ments emanating from either the overenthusiastie observer or the 
nihilist are a detriment to clinical progress. An open mind, a econ- 
servative attitude, and careful observations will eventually determine 
its real worth. Diathermy should not be regarded as a cure-all. If 
used properly in selected cases, particularly in combination with 
other therapeutic agents, it is certainly of great value. 


Yo ] 


Current literature abounds with articles on diathermy. Analysing 
this mass of material, one is struck by the innumerable modifications 
in technic. The method of application, the site of application, and 
the duration of the treatment for the same conditions, seem to vary 
with a number of operators, others making no mention of the method 
used. I have therefore presumed to outline my experience with di- 
athermy in gynecologic lesions, including a study of my private 
patients and those treated in my elinie at the New York Postgrad- 
uate Medical School and Hospital on Dr. Dannreuther’s service. 


Condylomata Lata.—Using the new hypodermic electrode (Fig. 1), I inject a 
few drops of 2 per cent tutocaine solution into the base of the tumor mass. Without 
removing the needle, the growth is destroyed by applying 250 to 300 milliamperes 
of current. The surface heals quickly without sear. Specifie treatment must be 
given when it is indicated. Eighteen such eases have been treated with perfect 
results. 

Urethral Caruncle.—Diathermy is an ideal method of treatment for caruncles, 
because the exact extent of tissue destruction is always within the control of the 


Fig. 1. 
Viz. 2. 
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operator. This method yields far better results than those from surgical exeision. 
It may be carried out under local infiltration or caudal block. The technie advoeated 
by Wyeth of first blocking the lymphatics is eminently satisfactory. Nine cases 
have been treated in this manner. 

Acute Gonorrheal Urethritis—In uncomplicated eases, diathermy has produced 
results which justify the opinion that it is the method of choice in these cases, 
In reviewing my records, I found twenty-seven cases in which the previously positive 
smears became negative after one, two, or three treatments. In other cases, in 
which cures were not effected after three applications, the disease involved other 
structures from which the urethra probably became reinfected. This was especially 
noticeable in those in which Skene’s or Bartholin’s glands were diseased. 

Skene’s Gland Infections—When Skene’s glands harbor microorganisms, I use 
the following technic: Preliminary anesthesia of the urethra with cotton ap- 
plicator saturated with 5 per cent tutocaine solution, and left in situ for ten 
minutes. A drop of the tutocaine solution is then injected into the gland through 
the hypodermic electrode (Fig. 2). With the same electrode in place, the gland is 
entirely destroyed at one sitting, using from 250 to 300 milliamperes of current. 
At a later date, the urethra itself is treated as an uncomplicated case of urethritis. 
Sixteen patients have been cured in this way. 

Bartholin’s Gland Infections.—In my experience, treatment of pyogenic infections 
of Bartholin’s gland with diathermy is of no avail. Surgical excision is far pref- 
erable. 

Gonococcal Endocervicitis.—Notwithstanding the excellent results from diathermy 
in these cases reported by a number of writers, my own experience has been so dis- 
appointing that I have discontinued using it. In more than thirty cases, with 
earefully applied and painstaking technic, using the cervical electrode and the in- 
active electrode in the several positions suggested, the end-results have been uni- 
formly unsatisfactory. The patients have returned after treatment with gonococci 
still evident in smears from the cervix and complaining of the same symptoms with 
which they originally presented themselves. 

A due consideration of the anatomic and histologie structure of the cervix and 
the ramifications of its racemose glands will easily explain the inefficiency of 
diathermy in these cases. The infections are often of the mixed type and usually 
involve the glandular structure of the cervix throughout its entire extent. Small 
pockets of pus lie deeply imbedded in the mucous membrane of the cervix and are 
buried in the furthest recesses of the mucosa. With the available armamentarium, 
it is impossible to concentrate the maximum degree of heat in the glands them- 
selves, because, as the heat is introduced, it encounters various degrees of resistance 
in the several tissues traversed by the current and is, therefore, more or less 
irregularly disseminated. Hence, diathermy cannot destroy all the organisms, cure 
the diseases, and restore the cervix to its normal condition. After each treatment 
there is an increase of secretion, which is only temporary, and positive smears ean 
soon thereafter be obtained. 

Dysmenorrhea.—The results have varied considerably in these eases. Those that 
were purely functional in character required supplemental medical and organo- 
therapeutic treatment in conjunction with the diathermy. This has been especially 
true in young girls and unmarried women. About 50 per cent of thirty-eight 
patients were relieved by diathermy. 

Parametritis——In these cases the results from diathermy have been extremely 
gratifying. Both the anteroposterior and abdominovaginal applications have been 
used in forty-six patients, and their relief has been so prompt that many have re- 
turned and, of their own accord, requested that the same treatment be repeated. 
When the uterosacral ligaments are found thickened and tender after operation, 
diathermy seems to promote absorption and relieve the attendant symptoms. 
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Salpingitis and Tuboovarian Masses.—I have treated twenty-two patients with 
definite adnexal disease, usually combining injections of nonspecific protein witb 
the diathermy applications. Anteroposterior or abdominovaginal electrodes were 
used—especially the latter; rectal electrodes were not used. Three only of the 
twenty-two patients came to operation. In two others the tumor mass persisted, 
though diminished in size, but the patients refused operation because their symptoms 
were relieved. 

78 East SEVENTY-NINTH STREET. 


A CASE OF PREMATURE SEPARATION OF THE NORMALLY 
IMPLANTED PLACENTA WITH AN UNUSUAL 
FAMILY HISTORY 


By James RaGuAN MILuer, M.D., F.A.C.S., Hartrorp, Conn. 
(Assistant in Gynecology and Obstetrics, Hartford Hospital) 


O DEFINITE agreement has yet been reached concerning the etiol- 

ology of hemorrhage into the uterine wall with premature sepa- 
ration of the placenta, a clinical picture which goes under the name 
of uterine apoplexy, first described by Couvelaire and since studied 
in detail by J. Whitridge Williams and others. 

A suggestion was made by DeLee that perhaps some abnormal 
blood diathesis might account for the condition. Shortly after read- 
ing of this suggestion, I encountered an unusual case, the more un- 
usual because the patient’s previous reproductive history suggested 
the possibility of solution along the lines suggested by DeLee. 


Sadie E., forty-three years old, a negress, pregnant for the eleventh time. 
Last period June 14, 1926. First labor was fifteen years ago, normal, child alive 
and well. Second labor normal. Child died at the age of four, supposed to have 
had ‘‘water on the brain.’’ Third labor twelve years ago, normal, child alive and 
well. Fourth labor normal. Child died of hemorrhage from the cord. (From then 
on all deliveries were observed at the Hartford Hospital.) Fifth labor, accidental 
abortion at three months. Sixth labor, November, 1916. Stillbirth, cause unknown. 
Heart sounds were observed during labor. Wassermann was negative. Seventh 
labor, December, 1918. Normal delivery. Child weighed 7 pounds, 15 ounces. 
The child had hemorrhagic disease of the newborn, with bleeding from the bowel 
and nose. Three hemorrhagic skin spots. This was checked by intramuscular in- 
jection of 20 ¢.c. of the father’s blood. Discharged from hospital at birth weight. 
Living and well at present. Eighth labor, October, 1920. Normal delivery. 
Child weighed 8 pounds, 9 ounces. Mother showed a slight trace of albumin, with- 
out casts. Blood pressure was not taken. The child had hemorrhagie disease of the 
newborn, three ecchymotice spots were observed; this was checked by intramuscular 
injection of 20 ¢.c. of the mother’s blood. Child was discharged from the Hospital, 
weighing 8 pounds. Alive and well at present. Ninth labor, May, 1923. Normal 
delivery, baby weighed 9 pounds, 6 ounces. Is alive and well at present. The 
mother showed a trace of albumin, without casts. Blood pressure was not taken. 
Tenth labor, August, 1924. Normal delivery, baby weighed 8 pounds. Is alive and 
well at present. The mother showed a trace of albumin, without casts. Blood pres- 
sure was not taken. Eleventh pregnancy, the present admission. Entered Dee. 29, 
1926, She had been awakened at three a,M., a few hours before admission, with a 
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sudden desire to void. She passed a large amount of blood vaginally, and was sent 
to the hospital for observation. She had been flowing since the onset of this attack. 

On admission her blood pressure was 130/75, pulse 120, temperature 98°. Uterus 
was felt enlarged with a pregnancy corresponding to date of last menstruation, 
fundus reaching two fingers’ breadth above the umbilicus and presenting a uniform, 
board-like consistency. On vaginal examination a large amount of blood escaped from 
the vagina. Cervix was not dilated, nor was the canal obliterated. Diagnosis of 
premature separation of the placenta, with hemorrhage into the wall of the uterus, 
was made. 

Operation was performed at ten A.M. under gas-oxygen-ether anesthesia. In 
view of the patient's age and with the definite diagnosis of apoplexy of the uterus, 
laparotomy was done with view to hysterectomy. On exposing the abdomen, a 
seven months’ pregnancy was found. The uterus presented a firmly contracted 
muscle wall, which was everywhere deeply mottled, especially on the right anterior 
surface, with many purple, hemorrhagic spots. Broad ligament veins were enor- 
mously dilated. The uterus was removed at the internal os without rupturing the 
membranes. The abdomen was closed in the usual manner. The patient had an 
uneventful convalescence. A trace of albumin was noted on two occasions, but no 
casts were observed. Wassermann reported negative. *athologie report 
showed premature separation of the placenta with hemorrhage into the uterine wall. 


I am indebted to Drs. W. M. Allen and R. E. Kendall, pathologist 
and associate pathologist of the Hartford Hospital, for the detailed 
study of the blood pictures of this family which were obtained in all 
the living members except the four-vear-old child. 

Fresh preparations of blood were examined at intervals up to 
forty-eight hours; in each case no sickle cells were observed. 


TABLE I 
oe | we ) wom | BLEED. COAG. | FRESH | STAINED | SMEARS, 
| TIME | _TIME PREP. PLATELETS| CELLS 
Sadie | 43 58 | 4.5 min.| 5.0 min.| Normal | Normal | Normal 
Harvey 39 87 4.0) 5.0 
Dorothy | 15 82 11.0 5.0 ‘6 rr 
Eugene 12 | | 4.5 | 
Florence 8 | 74 | 8.0 | 6.0 66 | ‘6 | 6s 
Barbara | 70 | 4.0 | 4.0 
CONCLUSIONS 


We have been able to observe a typical case of uterine apoplexy 
in a negress without signs of syphilis or marked toxemia, in whom 
previous history showed on three occasions previous to the present 
pregnancy hemorrhagic disease of her newborn infants. 

Attractive as may be the theory that premature separation of the 
normally implanted placenta is caused by some blood diathesis, a 
study of this family has failed to disclose any marked deviation from 
the normal blood picture. The evidence would lead one to assume a 
toxemia of some kind, which aifeects both mother and child, rather: 
than one of the primary blood diseases. It seems that there must be 
some significance in the faet that this patient had three children who 
suffered from what we consider to be a hemorrhagic disease. 
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GORDON OF ABERDEEN 
By Hersert Tuoms, M.D., F.A.C.S., New Haven, Conn. 


HE controversy regarding priority in the discovery of the conta- 

giousness of puerperal fever rivals in an able manner that con- 
cerning the discovery of anesthesia. In both instances historians have 
been most decisive in praise of their respective heroes, and so it is 
not unexpected to find that while on one side A. W. W. Lea writes, 
“tg Gordon of Aberdeen (1795) must be aseribed the credit of hav- 
ing first clearly demonstrated the infective nature of puerperal fever,”’ 
with equal ardor W. J. Sinelair says, ‘‘we cannot but think that 
Gordon has been unduly praised by patriotie friends equally unae- 
quainted with his real opinions and the value of his one contribution 
to obstetrical literature.’’ So, as Mr. Dunne would say, ‘‘there you 
are.’’ However, the believers in Gordon need not feel too badly be- 
eause he was thus thrown overboard by the worthy Manchester biog- 
rapher. He was sacrificed in goodly company, along with Thomas 
Denman, Charles White, and O. W. Holmes. Indeed, Sinelair’s devo- 
tion to Semmelweiss seems to have formed within him an extraordi- 
nary barrier to all afferent influences from other sourees. 

After a survey of the field prior to the contribution of Semmelweiss, 
I am in sincere accord with the first named authority. The ‘‘Treatise 
on the Epidemie Puerperal Fever’? written by Alexander Gordon of 
Aberdeen in the year 1795 stands out not only as a noteworthy con- 
tribution to obstetrie science, but further gives a remarkable insight 
into the mind of an extraordinary observer. It is a kind of writing 
whose very attractiveness of form invites further intimacy with the 
author. Half a century after it was written it so impressed the anat- 
omist-poet, Oliver Wendell Holmes, that he quoted a noteworthy 
passage in capital letters and further observed ‘‘his expressions are 
so clear, his experience is given with such manly distinetness and dis- 
interested honesty, that it may be quoted as a model which might 
have been often followed with advantage.’? With no attempt to 
detract from the timeliness or importance of Holmes’ essay, I think 
it may be honestly said that not only did Gordon’s treatise serve as a 
morphotic model but that any innovations of thought of the essay 
over that of the treatise are not remarkable. Obstetricians owe to 
themselves an intimate knowledge of Alexander Gordon—who he 
was, and what he did. 

Some time in 1752 in the small parish of Strachan, about twenty 
miles to the west and south of Aberdeen, Scotland, Alexander Gordon 
was born, one of twin boys. His preliminary education is but little 
known, but he did take the degree of Master of Arts in Marisechal 
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College in Aberdeen. Following this, he began the study of medicine, 
first at the Aberdeen Infirmary and later at the University of Edin- 
burgh. Then, as now, it seems to have been popular for the young 
physician on graduation to enter for a time the British service. 
So after receiving letters testimonial from the Corporation of Sur- 
geons in London, Gordon entered the Royal Navy as a surgeon’s mate. 
Two years later, in 1782, he obtained the rank of surgeon. After 
three years he was retired on half-pay, and we find him a resident 
pupil at the Lying-in Hospital on Store Street in London. At the 
same time he attended joint lectures on midwifery by Denman and 
Osborn. This was Thomas Denman, the ‘‘affeetionate friend’’ to 
whom the pupil later dedicated his famous treatise. Subsequently at 
the Middlesex Lying-In Dispensary he beeame a pupil under Dr. 
Thynne. At this time he also attended lectures on surgery and dissee- 
tions at the Westminster Hospital under Justamond. We may believe 
that this teacher was well fitted for his task, for he had been one of 
the few members of John Hunter’s famous ‘‘ private elass.’’ 


Thus, well fitted for practice, Gordon returned to Aberdeen, where 
from his alma mater he soon obtained his doctorate in medicine. 
Very shortly he was appointed physician to the dispensary, and for 
ten years ably directed the activities of that institution. It was only 
four years previous to this that the dispensary had been founded, 
‘*for the purpose of attending in their own houses such patients as 
could not be admitted into the infirmary.’’ We are informed by a 
contemporary that Gordon’s ‘‘suceess is most conspicuous in acute 
diseases; but especially in fevers. What led to this suecess was the 
frequent occurrence of that class of diseases; for other diseases oe- 
eurred only occasionally but fevers constantly.’’ 

We may judge that his time was well occupied, for in nine consecu- 
tive years following his appointment a total of 12,925 admissions for 
treatment is recorded. In addition to this his private practice, in 
which he devoted himself particularly to obstetrics, had grown con- 
siderably, and at the same time he was giving an annual course of lee- 
tures to the medical students. 

Not long after the publication of the famous treatise in 1795, Gordon 
was again called by the Admiralty to active duty. While it was with 
considerable reluctance he relinquished his suecessful practice, yet 
we may believe that in some measure it was a grateful change from 
the abuse and calumny which his publication had brought him. In 
the preface, his heart speaks to us as he writes, ‘‘The benevolent 
reader must observe, with displeasure, the ungenerous treatment which 


[I met with from that very sex whose sufferings | was at so much 
pains to relieve; for, while 1 was using my best endeavors to mitigate 
the calamities of many miserable sufferers, several others were very 


ind 
2 
<% 
f 
= 4 
: 
a 
‘ 
stg a 


. THOMS: GORDON OF ABERDEEN 931 


busy tradueing my character, who, prompted by prejudice, very un- 
candidly proclaimed the deaths, and concealed the cures, on purpose 
to raise an odium against my practice.”’ 

In 1799, while still on duty in the navy, he became ill as the result 
of a severe cold, and was invalided home. From this he never reeov- 
ered and died of pulmonary tuberculosis on the 19th of October, 1799, 
at his brother’s home in Logie, Aberdeenshire. At the time of his 
death, he was forty-seven years of age. 

Dr. Gordon married in 17838 Elizabeth Harvey, by whom he had two 
daughters. The younger of these died in childhood, and the other 
married a former pupil of his, Robert Harvey, of Braco. Dr. Gordon 
left behind him a number of manuscript writings, and we are told 
that these ‘‘sufficiently indicate that Dr. Gordon was well informed 
in his profession, and possessed of excellent parts.’’ Such in brief is 
the life of Alexander Gordon, short in the years of life and limited to 
but a decade of actual practice. 

As an introduction to a brief survey of his work, the high ideals 
and great devotion of the author are preeminent as he writes, ‘‘ But 
I consider it as a sacred duty, a matter of conscience, to mention every 
circumstance relating to the subject. And as the lives of thousands 
are at stake, the less apology is necessary. The maxim of every 
author ought to be the same with that of Aristotle, who says ‘Plato 
is my friend, but truth is much more.’ ’’ 

In the present communication no attempt is made to survey the 
whole treatise, but it is the hope of the author that interest may be 
stimulated by pointing out the more remarkable features of that work. 
The definite contagiousness of puerperal infection finds itself most 
strikingly put forth in the paragraph that so impressed Holmes. ‘‘By 
observation,’’ writes Gordon, ‘‘I plainly perceived the channel by 
which it was propagated and I arrived at that certainty in the matter, 
that I could venture to foretell what women would be affeeted with 
the disease, upon hearing by what midwife they were to be delivered, 
or by what nurse they were to be attended during their lying-in; and 
in almost every instance my prediction was verified.’’ This was in- 
deed striking proof, and with extraordinary honesty the writer 
proceeds: ‘‘It is a disagreeable declaration for me to mention, 
that I myself was the means of carrying the infection to a great num- 
ber of women.’’ And with the fortitude that befits a countryman of 
John Knox, he writes such statements as ‘‘the midwife who delivered 
Mrs. K— earried the infection to No. 55 in Nigg, a country parish 
not far from Aberdeen from whom it spread through the whole par- 
ish.’’ Hell could have no fury like that of a few of these industrious 


women, and we can imagine an escape only in the manner of which we 
have spoken. And so the doctor soon came to the conelusion ‘‘that 
scientific practice and popular opinion very seldom correspond.”’ 
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Nor could one be more sure of his ground. His conviction came 
from actual observation of a great number of cases, and it was this 
convincing testimony that prompted him to write, ‘‘I am fully per- 
suaded, that if practitioners had observed more and reasoned less, 
there would have been little dispute, either about the nature or the 
seat of this disease.’’ 

It is a pity that Sinclair in his quotations from Gordon did not in- 
elude the following, which | consider the most striking in the whole 
text: ‘*‘The analogy of the puerperal fever with erysipelas will ex- 
plain why it always seizes women after and not before delivery. For 
at the time when erysipelas was epidemic, almost every person ad- 
mitted into the hospital of this place with a wound, was, soon after 
his admission, seized with erysipelas in the vicinity of the wound. The 
same consequence followed the operations of surgery; and the cause 
is obvious, for the infectious matter which produced erysipelas was 
at that time readily absorbed by the lymphatics, which were then 
open to receive it, just so with puerperal fever, women escape it until 
after delivery, till that time there is no inlet open to receive the infec- 
tious matter which produces the disease, but after delivery the matter 
is readily and copiously admitted by the numerous patulous orifices, 
which are open to imbibe it, by the separation of the placenta from the 
uterus.”’ 

The historians of puerperal fever are myopic indeed who overlook 
the Appendix, which contains one sentence which in itself immortal- 
izes Alexander Gordon, ‘‘And if in the dissection of a putrid body,” 
he writes, ‘‘a surgeon scratch his finger, the part festers, that is, in- 
flames and suppurates; and if a fever should be the consequence, it is 
inflammatory in the beginning and only ultimately putrid. And fur- 
ther, if such a fever be properly treated in the beginning it never be- 
comes putrid at all. In like manner. if putrid matter be applied to 
the uterus, it inflames that organ and the contiguous viscera; that is, 
it gives rise to the puerperal fever, which is ushered in with a cold 
stage and succeeded with a very rapid pulse and acute pain in the 
abdomen.’’ 

Alexander Gordon did more than point out the infectiousness of 
puerperal fever; he also had a very definite idea of the accompanying 
pathology. Both Drs. Hulme and Lake, authorities in his day, had 
pronounced the omentum as the seat of the disease. Gordon, how- 
ever, differed, and observed, ‘‘The dissections which I made prove 
that the puerperal fever is a disease which principally affects the per- 
itoneum and its productions and the ovaria. The peritoneum, or 
investing membrane of the abdomen was inflamed; and the extension 
or production of the same membrane which constitute the omentum, 
mesentery, and peritoneal coat of the intestines, were all promiscu- 
ously affected.”’ 
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Gordo: not only recognized the infectiousness and pathology of 
the dis se, but his rules for prophylaxis deserve much consideration. 
“The same means,’’ he writes, ‘‘ought to be practiced for preventing 
the infection of puerperal fever. The patient’s apparel and bed 
clothes ought either to be burnt or thoroughly purified; and the 
nurses and physicians who have attended patients affected with puer- 
peral fever ought carefully to wash themselves and get their apparel 
properly fumigated before it be put on again.”’ 

These few quotations from the celebrated treatise are alone enough 
to show its very great importance, and no sincere student of puer- 
peral infection can omit reading the entire essay. It is readily avail- 
able in most medical libraries, if not in the original in either of the 
works by Meigs or Churchill referred to. 

Alexander Gordon was not an uneducated country doctor who stum- 
bled on a few facts and published a few seattered observations. <Al- 
exander Gordon was a finely educated physician, who practiced in 
one of the three great cities of Scotland, who was associated with the 
university of that place, and who was in a position to observe accu- 
rately and in a scientific manner hundreds of cases of childbirth dur- 
ing his ten years of practice. Not only did he discover a great sur- 
gical principle, but with true courage he proclaimed it in the face of 
opposition amounting to persecution. As a student in Marischal Col- 
lege, he would have many times passed within the principal entry, 
which contains the following curious old inscription, ‘‘Thay haif said: 
Quhat say thay: Lat them say.’’ And with this spirit in his soul, 
Alexander Gordon proclaimed a great truth, and I heartily agree 
with the writer who says, ‘‘To Gordon of Aberdeen must be ascribed 
the credit of having first clearly demonstrated the infective nature of 
puerperal fever.”’ 
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REPORT OF A CASE OF CALCIFIED FIBROMYOMA OF 
UTERUS—SUPRAVAGINAL HYSTERECTOMY* 


By James M. Troutt, M.D., F.A.C.S., Territory or Hawan 
’ 


(Major, Medical Corps, U. S. Army; Chief of the Surgical Service, Tripler 
General Hospital) 


HE reason for the report of this case is the comparative rarity of 
ealcified fibromyomas, and the unique, symmetrical, complete de- 
limiting peripheral wall of calcification in this specimen. The ap- 


Fig. 1.—Calcified degenerated fibromyoma of uterus. This print was made from 
stereoscopic films which clearly revealed independence of the tumor from the bony 
parts. 


parent lack of subjective symptoms, or at least of symptoms sufficient 
to arouse concern on the part of the patient until the condition was 
discovered by accident, is also wérthy of note. 


Mrs. Louise W., white, age thirty-five, was admitted to Tripler General Hospital, 
February 5, 1927, for hysterectomy of calcified fibroid of the fundus and body of 
the uterus. The fibroid was accidentally discovered by a radiogram made for pos- 
sible bony pathology, subsequent to two successive rather severe falls on the buttocks. 
On the occasion of the first roentgenogram, which was a flat plate, an almost perfect 
circular shadow of deep calcium density, about 7 em. in diameter, was found in the 
pelvie region, overlying the sacrum. A second stereo picture was made; it demon- 


*Published with permission of the Surgeon General, U. S. Army, who 
responsible for any opinion expressed or conclusions reached herein. 
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strated that the shadow was within the true pelvis and independent of the bony 
parts. The patient was referred for gynecologie examination, which clearly indicated 
the location and probable nature of the lesion. 

The history of the case shows a remarkable absence of symptoms, or rather an 
unusual tolerance to the commonly observed disturbances incident to uterine fibro- 
myomas. The patient was a thin, but apparently adequately nourished, woman of 
unusual intelligence and mentality. She had borne two children; a first pregnancy, 
antedating these, resulted in an abortion at two months. After discovery of the 
fibroid, the patient dated her symptoms from the birth of her seeond child, six years 
previously, at which time, she states, the accoucheur diagnosed a small tumor of the 
uterus, but advised no remedial measures. For the past several years however, 
the patient had been conscious of a slightly increased amount of pain during the 
first two days of her menses; the periods had become for the past few years, longer 
in duration, seven days, instéud of five days, as formerly. The noticeable symptoms 
were backache, nervousness, and a feeling of weight or oppression in the pelvis; 
the latter symptom being most marked at the beginning of the menstrual flow. 


Fig. 2.—Calcified degenerated fibromyoma of uterus removed by supravaginal 
hysterectomy. J. Cervical canal. 2. Autolytic degeneration of center of tumor. 


She had never been examined gynecologically subsequent to the last delivery, six 
years ago, because such symptoms as she had did not seem to warrant an examina- 
tion. 

Operation was advised, and February 10, 1927, a supravaginal hysterectomy was 
done. A moderate sized, globular, interstitial fibromyoma of the posterior aspect 
of the body and fundus, about 7 em. in diameter, was found. Enucleation of the 
tumor was impracticable, because of its extent and the thinning of the overlying 
uterine stroma. The uterine cavity was practically obliterated. Subsequent section 
of the tumor and examination furnished the pathologie diagnosis of degenerated 
ealeified fibromyoma. The periphery of the tumor was composed of a zone of 
marked calcification, approximately 1 mm. thick; the degeneration seemed to be 
most advanced in the center of the tumor, and appeared to be autolytic in character. 
The macroscopic appearance of the tumor on section permitted of a similar dif- 
ferentiation. 


The probability of further degeneration in this tumor or possible malignant 
change lends added justification for its removal by extirpation of the uterus, rather 
than by enucleation. 

The patient made an uninterrupted recovery and left the hospital on the eighteenth 
day. 


rn » iw 


REPORT OF BILATERAL DERMOID CYSTS OF TITE OVARIES 
IN A YOUNG UNMARRIED WOMAN THIRTY- 
TWO YEARS OLD 
By A. B. Porrex, M.D., F.A.C.S., Muskecon, 


 giapichengein white, aged thirty-two, American born, clerk, unmarried, was first 
seen by me on June 10, 1927. She appeared to be well nourished, strong, 
vivacious and healthy, and gave as her only complaint lower abdominal soreness, 
au sense of pelvic weight and pressure, an occasional chill, and feeling as if 
she ‘*might be feverish’’ at times. 

“She had had no recent illnesses of any moment nor any children’s diseases from 
which she had not recovered completely. Her parents, one brother, and one sister 
were living and well. There has been no exposure to venereal infection. 

Her present complaint began one week before at the end of a perfeetly normal 
menstruation. She believed she had done too great and violent work in the exeeu- 
tion of her duties and that it, together with a ‘‘eold,’’ was the cause of her 
trouble. In the past, however, she had frequently been incapacitated for several days 
at the end of some periods, while she menstruated at other times without the 
least bit of trouble. Puberty in her ease came late, at the age of 17, because 
as a child she had always been delicate but never seriously ill with any disease. 


Examination revealed a young woman 5 ft. 7 in. tall and weighing 136 pounds. 
Heart action rapid, temperature 101°, face flushed, and complaining of pain and 
tenderness in the lower abdomen, especially on her left side and right back. The 
lower abdomen, especially on the left, was very tender and showed considerable 
involuntary muscle spasm. No distinct masses could be palpated. Rectal examina- 
tion revealed irregular mass resistance in the culdesae not unlike that felt in tubal 
abscesses. 

A vaginal examination was then attempted but failed beeause of a very small 
cresecentie hymenal opening. Leucocyte count was not taken. 

Operation.—In the Trendelenburg position a right central incision was made and 
much ileum was found glued to the pelvic organs. The tip of the appendix was 
greatly reddened and swollen, and, dipping into the pelvis, was adherent to 
the mass below. It was amputated and its stump invaginated. 


Posterior to the broad ligaments and below the tubes were found, densely adherent, 
two ovarian newgrowths, which proved to be dermoids. The one on the right was 
3.5 inches in diameter; the one on the left, 2 inches. The one on the right (the 
older one) was very densely adherent, whereas the one on the left was dislocated 
more readily. No good ovarian tissue could be left. Both tubes, though reddened 
and swollen, were apparently affected with a perisalpingitis secondary to invasion 
from without and were left intact. 

Both cysts contained the usual dermoid contents. 


Recovery was uneventful until the tenth day when slight temperature, leucocytes 
23,000, and a tender culdesac urged us to open the culdesae and evacuate probably 
six ounces of partly organized blood clot, without macroscopic pus. 

Subsequently she went on to a speedy recovery and left the hospital on the 
sixteenth day. 

UNION NATIONAL BANK BUILDING. 


2 

ar 

: Ag 

act 

4 
4 
My ‘ 

i 

236 
Brey 


Department of Maternal Welfare 


CONDUCTED BY FRED L. ADAIR, M.D. 


HIS department is anxious to secure reports of the activities in various states 
jp countries which indicate progress in the solution of problems surrounding 
maternity and early infancy. It is desirous of publishing statements regarding 
these plans so that other communities may be kept informed as to the programs 
in different localities. It is with pleasure that we publish this statement regarding 
the investigation and the report of a Committee for the Study of the Midwife 
Situation in Virginia. This Committee was appointed by the Medical Society 
of Virginia. They sent out ninety-six questionnaires to Health Officers and State 
Medical Societies, to which fifty-nine replies were received, 

The following are the questions and summaries of the replies received from the 
Health Officers: 


1. Is the supply of physicians in your state sufficient to attend all eases of 
labor? Twenty-seven states say ‘‘Yes.’’ Four states say ‘‘Yes, if they were 
properly distributed.’’ Eight states say ‘‘No’’ (in the South). 

2. What per cent of the indigent or poorer cases are attended by physicians? 
Eight states say from 95 to 100 per cent (Massachusetts, Vermont, New Hampshire, 
Michigan, Iowa, Oklahoma, Nevada, and Kansas). Three states say from 80- 
90 per cent (Delaware, North Dakota, and Colorado). Two states say 50 per cent 
(Arkansas and Alaska). One state says 25 per cent (West Virginia). Others are 
not able to give percentage. 

3. Does the State, County, or Municipal Government contribute or guarantee 
anything toward remunerating physicians for attending such cases; or is any at- 
tempt made to encourage them to attend such cases? Twenty-seven states say 
‘*No.’? New Jersey says that they are paid by a County Commissioner. District 
of Columbia pays 11 doctors to look after worthy poor. Montana and New Mexico 
say counties employ county physicians for poor. North Dakota, counties and cities 
are required by law to eare for poor. Texas, poor eared for by county and city 
health officers. Indiana, doctors paid by township trustees who have official charge 
of poor relief. 

4. What is the sentiment of physicians toward midwives? (a) Do they 
want midwives? Sixteen states answer ‘‘No.’’ Three states answer ‘‘Yes’’ (Dela- 
ware, Tennessee, Hawaii). Ten states answer ‘‘ Yes, where they are necessary.’’ 
Alaska and Montana are indifferent. Alabama and Missouri say ‘‘ Yes, for colored 
eases.’ Two states do not recognize midwives. Vermont has no midwives. New 
Hampshire has very few midwives. (b) Do they cooperate with them? Ten states 
say ‘‘Yes.’’ Ten states say in cases of emergency. Two states say only with 
colored cases. Eight states say ‘‘No.’’ 

5. How are you handling the problem? Shall they be improved or eliminated? 
Three states say they will gradually be eliminated by improvement. Five states 
are improving them. Five states cannot eliminate them but will try to improve 
them. Louisiana says they are improving them, and educating the publie to better 
maternity care. Oklahoma only allows them to practice in emergency cases. 

Representatives of medical societies answered the following list of questions 
which were submitted to them. The analysis of the answers are given below. 
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1. Is the supply of physicians in your state sufficient to attend all cases of 
labor? Sixteen states say ‘‘ Yes.’’? Four states say ‘‘No’’ (West Virginia, Texas, 
Arkansas, and Oklahoma). 


2. What per cent of the indigent or poorer eases are attended by physicians? 


Six say from 95 to 100 per eent (Oregon, Idaho, Illinois, Vermont, Maine, and 
Ohio). Two say 90 per cent (Wyoming and South Dakota). One says 80 per cent 
(Delaware). Three say 50 per cent (Arkansas, West Virginia, Texas). One says 
20 per cent (Mississippi). 

3. Does the State, County, or Municipal Government contribute or guarantee any- 
thing toward remunerating physicians for attending such eases; or is any attempt 
made to encourage them to attend such eases? Fifteen states say ‘‘No.’’ Ohio 
says some doctors are remunerated by a minimum fee from the poor fund. Illinois 
and Iowa have city and county doctors employed to care for poor. Idaho has 
county aid. South Dakota has Board of County Commissioners. 

4. What is the sentiment of physicians toward midwives? (a) Do they want 
midwives? Eleven say ‘‘No.’’ New Jersey and Delaware say ‘‘Yes.’’ Idaho, 
Iowa, Oregon, and Montana say it is no problem. (b) Do they cooperate with 
them? Colorado and Vermont say ‘‘No.’’ Nine say they will cooperate if neces- 
sary. 

5. How are you handling the problem? Shall they be improved or eliminated? 
Texas says they must be improved or eliminated. Minnesota is educating the 
public to expect eare that only physicians ean give. Ohio and Illinois are gradually 
eliminating them. Arkansas and New Jersey say they may be improved, but cannot 
be eliminated. 


As a result of this and other investigations the Committee made the following 
report on October 2, 1927, to the House of Delegates of the Medieal Society of 
Virginia: 


Gentlemen: The Committee for the Study of the Midwife Situation in 
Virginia appointed by the President, Dr. J. Shelton Horsley, wishes herewith 
to make the following report: 

Of the 2,449,950 people that live in the State of Virginia, 771,950 reside 
in cities or towns of one thousand or over, leaving 1,678,000 to live in the small 
towns and in the country. More than two people live in the country of the 
State of Virginia to one in the large towns and cities. 

The area covered by the cities and towns with a population of over one 
thousand is approximately 464 square miles, leaving approximately 41,000 
square miles for the rest of the State. In cities and towns of over 1000, 
there are 1624 doctors, while 807 doctors supply the rest of the State. In 
the cities and towns there is one doctor to 469 people, while in the country 
there is one doctor to 2,079. In spite of the handicap of few doctors and 
great distances to travel, the doctors of the State during 1926 delivered 68.2 
per cent of the women, while the midwives accounted for 31.8 per cent. 

In view of the above statistics and other considerations, it seems to us 
impractical that the doctors will be able to deliver all of the women in the 
State at present, so we recommend as follows: 


1. We regard midwives as necessary at the present time. 


2. We endorse the action of the State Board of Health in decreasing the 
number of midwives in the State from nine thousand to fewer than five 
thousand. Only 1,233 of these were sufficiently active in 1926 to deliver over 
five eases during the year. 
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3. We recommend that the individual members of the Medical Society of 
Virginia offer their personal assistance in attempting to improve the education 
of midwives. 

4. We endorse the action of the State Board of Health in offering instruc- 
tion to pregnant women, and suggest that this instruction be pushed even more 
vigorously. 

5. We suggest the establishment in various sections of the State, preferably 
in general or private hospitals, of dispensaries for the instruction and ex- 
amination of indigent pregnant women. 

6. We recommend that there be in every county of the State a health 
nurse, part of whose duties will be to provide competent and comprehensive 
prenatal instruction, and we urge that the doctors of each county cooperate 
in securing this provision. 

7. The ideal for which we are striving is that all the deliveries in the 
State should be under the supervision of the medical profession of the State. 

8. The medical schools should be responsible for better instruction of 
students in obstetrics, and for postgraduate instruction. 

9. The State Board of Health should be responsible for the distribution of 
literature; and, in conjunction with the local medical profession, be responsible 
for midwives as long as they are needed; and be responsible for instruction 
of the publie as to the need of prenatal care. 


ITEM 


A STUDY OF STILLBIRTHS 


HE proportion of stillbirths to total births has remained a practically constant 
jp for a number of years. Obstetricians have given a great deal of study 
to this problem, and recently the chiefs of ten maternity services in New York 
City asked the Hospital Information and Service Bureau to act as a central statis- 
tical office for data which their hospitals agreed to supply. 

The study of the many elements involved will bring out, it is believed, certain 
important facts and relationships bearing on the problem of stillbirths. 

In addition, the Bureau is tabulating information concerning premature births 
and neonatal and maternal deaths. 

The study will afford a possibility of comparisons between individual services, 
and may throw light on important relationships of certain technical procedures and 
conditions to the incidence of stillbirths and neonatal deaths. 

It is felt that pooling the results of experience in a large number of the leading 
institutions of the city will secure a body of information, which would be of greater 
value to the community than studies of individual services, which remain uncor- 
related to the larger experience. 

The committee is made up of the following: Drs. Harold Bailey, Henry C. 
Cowles, Asa B. Davis, Robert L. Dickinson, O. Paul Humpstone, Frederick A. 
Kassebohm, George W. Kosmak, Ralph W. Lobenstine, Edward C. Lyon, John O. 
Polak, Frederick W. Rice, Samuel P. Watson, Victor L. Zimmerman, all of New 
York City. 

The study is being conducted under the direction of Dr. E. H. L. Corwin, chief 
of the Bureau, and Dr. A. E. Conover, assistant director. he results of the 
investigation will be published in this Journal from time to time. 


Society Transactions 


THE NEW YORK OBSTETRICAL SOCIETY 
MEETING OF MAY 10, 192° 


Dr. E. A. BuLLArp and Dr. F. E. DuBois (by invitation) presented 
the report of a case of Single Congenital Dystopic Pelvic Kidney 
with Rudimentary Ureter; Successful Intercurrent Labor. 


Mrs. C. S., aged thirty, entered Woman’s Hospital Aug. 24, 1926, complaining 
of left pelvie pain, lumbar backache, bearing-down sensations, and _ sterility—all 
of five vears’ duration. Her last few menses had been more painful and more 
profuse than formerly. 

She had been robust and well up to the time of her marriage in 1916. During 
the four following years there were two spontaneous abortions and a spontaneous 
premature labor, all due, she believed, to falls or other accidental external violence; 
the first occurred at the fifth month, the second at the sixth month, and the last 
at the eighth month. 

In 1920 she had a breech delivery by her family physician of an eight and a half 
pound child. He reported that the labor lasted only five hours, that the de- 
livery was easy, and that he had not noted any obstruction to the after-coming 
head. Convalescence was normal. 

Examination on admission showed a uterus of normal size, mobile, forward, and 
slightly to the left. Lying in the midline, fixed against the sacrum, was a round, 
flattened, soft, slightly sensitive mass, seemingly about 4 inches in diameter. The 
urine was normal except for a very slight trace of albumin and a few leucocytes. 
The Rubin insufflation test showed totally occluded tubes. In view of the symptoms 
and the findings a diagnosis of chronic salpingo-oophoritis was made and operation 
was suggested. 

On August 31 Dr. Bullard opened the abdomen through «a low median incision. 
The uterus was of normal size, shape, and consistency, and was freely movable but 
lay a bit to the left of the midline. The left broad and round ligaments and left 
ovary were quite normal. The left tube was structurally normal, slightly con- 
voluted, and the fimbriated end was lightly adherent from an old salpingitis. 

There was no right broad ligament and no right tube. The entire right side 
of the uterus down to the cervix was round and smooth, with no suggestion of 
rudimentary remnants. The right round ligament, of average size, was attached 
to the side of the cervix at about the level of the internal os, and ran across the 
superior surface of the bladder, invested by the peritoneal covering of the latter 
and entered the inguinal canal. The right ovary was about two and a half inches 
long, an inch wide, of average thickness, of normal appearance, and contained 
several tiny lutein cysts. The ovarian ligament emerged from the inguinal canal, 
and the mesovarium, about an inch and a half wide, was continuous with the parietal 
peritoneum and with the mesocecum, the ovary lying about an inch from the ceeum. 
The liver and spleen felt normal. Search for the kidneys discovered nothing even 
resembling a rudimentary kidney anywhere along either side of the spine or against 
the posterior wall of the abdomen. 

The mass behind the uterus was assumed to be the kidneys, fused and congenitally 
misplaced. This mass was of the peculiar consisteney and appearance of kidney 
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tissue, about 4 or 5 inches in diameter, and perhaps an inch and a half thick. It 
lay fixed, retroperitoneally, against the sacrum and right posterior wall of the 
pelvis, with its upper border at the promontory of the sacrum. There was a super- 
ficial suleus running vertically and suggesting a fusion of the right and left halves 
of the mass. A large artery came off the right common iliac artery an inch 
below the bifureation of the aorta and ran directly into the upper anterior portion 
of the kidney. A large vein was traced accompanying it to the right common iliae 
vein. A smaller trunk came off the left common iliac artery an ineh and a half 
below the bifurcation of the aorta and entered the left anterior surface of the 
kidney mass. This artery had its accompanying vein. No other blood supply could 
be found. Careful search for the ureters was fruitless. 

The fimbriated end of the fallopian tube was freed by finger dissection. With the 
use of a large glass syringe with blunt end inserted into the fimbria, Dr. Bullard 


Fig. 1.—Shows position of right kidney in the pelvis, with tortuous ureter. Note 
obstruction of left ureter, low down. 


felt confident that air was forced through into the uterus. In consideration of the 
patient’s desire for more children, this procedure seemed to offer her the best 
prospect. 

A prophylactic appendectomy was then done by the usual teehnie, not burying 
the stump. 

The operator was then confronted with the necessity of considering the prob- 
lems, present and future, produced by this dystopie kidney. 

1. Transplantation of this (or these) kidneys out of harm’s way above the 
pelvis would be a difficult and perhaps an impossible feat, as neither artery was 
over 2 inches long, and the location and length of the ureters were unknown. 

2. Why disturb this kidney when the patient’s symptoms could not be attributed 
positively to its malposition and might reasonably be interpreted as gynecologic 
or orthopedic? 

3. Pregnaney through this damaged, though now patent, tube was unlikely. 
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4. If pregnaney occurred, it would probably go to full term under good medical 
supervision as her last pregnancy did. The claims of those observers who have 
considered pelvic kidneys prone to produce premature labors and abortions appear 
illogical and unscientific. 

5. If a pregnancy should go over eight months, abdominal cesarean section eould 
be done at or near full term, despite the previous successful labor, and the eon- 
siderable number of other recorded successful vaginal deliveries. It would appear 
foolhardy and dangerous to risk possible serious pressure on a kidney that is 
fixed and entirely in the pelvis, not to mention the added risk to the child of an 
operative vaginal delivery if obstruction compelled it. 

The abdomen was then closed, and the patient made a smooth convalescence, 
Soon after leaving the hospital, she was sent to Dr. F. E. DuBois of the Urologic 
Clinie for complete study. 


Fig. 2.—Showing injected rudimentary ureter on the left side. 


Comment.—Search of the literature shows that dystopie or congenitally mis- 
placed pelvie kidney oceurs perhaps once in every thousand human beings. It is an 
anomaly of development, and in about a third of these cases associated anomalies 
of the generative organs have been found. It seems incredible, but the fact remains 
that in the large majority of reported cases a fixed pelvic kidney had not ob- 
structed labor, nor had the inevitable pressure appreciably damaged the kidney. 
Runge’s patient had seven spontaneous labors without untoward incident, one of 
Baumm’s patients had six normal labors, a case reported by Bugbee and Losee 
had four, and Mayo and Johnson’s patient had three. In many of these cases 
there was no urologic study of the pelvie kidney to prove whether or not it con- 
tinued to function normally after the trauma of labor. In our ease this point is 
definitely settled. 

There are a few reports in the literature detailing serious obstruction to labor, 
such as the following: Albers-Schénberg’s patient’s first baby was stillborn after 
three days, her second survived a long, difficult labor, but in the last labor spontaneous 
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rupture of the uterus and death of the patient oceurred. Cragin ’s patient had her 
first two babies by diffieult forceps and version, respectively. Just before the 
third labor Cragin did a vaginal nephrectomy in the belief that the pelvic tumor 
was a neoplasm, and the following day the patient had her first spontaneous, easy 
a kidneys have often been diagnosed as newgrowths, and the Mundé, among 
others, removed one before discovering its identity. Presumably this will happen 
again sometime, but not frequently, as modern urologic study will aid us to avoid 
this error. Though the induction of therapeutic abortion or of premature labor 
at full term is the best proceedure for both mother and child. (See references in 
footnote. ) 


DR. F. E. DUBOIS described the urologic findings. Abdominal examination was 
negative except for slight tenderness in the left lower quadrant and for a median 
sear of a recent laparotomy. The bladder urine was normal; there was a slight 
trigonitis and urethritis. The bladder was normal throughout except for the facet 
that the left ureteral orifice did not open and close in the usual manner. 

A radiographic catheter was readily introduced for a distance of 20 em. on the 
right side but on the left side for 5 em. only. There was a good flow of clear 
urine from the right side; none from the left. A bougie was passed for a distance 
of 10 em. on the left side. 

On two subsequent cystoscopic examinations the findings were practically the 
same, except that Dr. DuBois was able to introduce a catheter on the right side 
25 em. instead of 20. Radiographs were taken at all eystoseopie examinations. 
On the last two examinations a urogram was made on the left side in order to 
determine the cause of the obstruction in the lower part of the ureter, as x-rays had 
failed to show the presence of any shadows indicative of ealeuli in the urinary 
tract. 

The radiographs showed the tip of the catheter on the right side in front of the 
body of the first sacral vertebra, and the ureter was tortuous. The injection on 
the left side on two occasions showed a normal ureter for a distance of approxi- 
mately 5 cm. from the bladder, and from then on a thin, irregular line extended to 
the left lumbar region at about the normal situation of a kidney pelvis. On the 
first injection of the ureter on the left side 0.5 ¢.c. of a 12 per cent sodium iodide 
solution (Loeser) was used and on the second 1 e.e. These injections were im- 
mediately followed by intense renal colics, which fortunately quickly subsided after 
the radiographs had been taken. 

Dr. DuBois concluded that there was a single congenitally misplaced kidney on 
the right side, situated in the true pelvis, and on the other an aplastic condition 
of the left kidney, without a pelvis, and with a rudimentary ureter above the point, 
cm. from the bladder. 

A study of the kidney function was normal as was also blood count, blood 
pressure, and blood Wassermann. 

Concerning this case, Dr. DuBois believed it to be a true misplaced kidney, situated 
below the pelvic brim, and strangely enough apparently undamaged, although the 
patient had gone through a normal pregnancy. 

A point worthy of emphasis is the length of the ureter, namely, 25 em., as in 
the majority of cases of pelvic kidney, the ureter is likely to be short. 

Inasmuch as these kidneys are particularly prone to infection, it is advisable, 
as Bugbee and Losee have pointed out, to relieve the kidneys of as much work as pos- 


(1) Albers-Schénberg: Centralbl. f. Gynik., 1894, No. 48. (2) Baumm, H.: 
Monatschr. f. Geburtsh. u. Gyniik., 1926, Ixxiii, 213; Abst. in Jour. Obst. and Gynec., 
1926, xxxiii, 50. (3) Bugbee, H. G., and Losee, J. R.: Surg., Gynec. and Obst., 
1919, xxviii, 97. (4) Cragin, E. B.: Am. Jour. Obst., 1898, xxxviii, 36. (5) Mayo, 
W. J., and Johnson, A. C.: Surg. Clin. N. Amer., 1926, vi, 1121. (6) Munde, P. 
F.: New York Polyclin., 1894, iii, 72. 


244 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


sible. In view of the frequency of colon bacillus infections, this entails attention to 
the intestinal tract. Pelvie lavage may be necessary. It is of interest to note that 
in the case reported, the patient was relieved of many of her symptoms after the 
passage of the ureteral catheter at the first cystoscopic examination. On April 
29 she stated definitely that she was practically free of pelvic pain and backache, 
except during the first day of her menstrual periods. Possibly the passage of a 
ureteral catheter through the tortuous right ureter on three different occasions 
established better drainage of the kidney. 

Some of these cases require more radical proceedures. Mayo and Johnson, in 
their series of 20 cases, report 10 nephrectomies and one nephropexy. Some of these 
kidneys may be placed in a relatively normal position, as was done successfully 
by Bissell in three cases which he reported in 1911. In ail three of Bissell’s ani 
he first opened the abdominal cavity and carefully freed the kidneys and disentangled 
them from their embarrassing blood vessels, and then through a lumbar ineision, 
sutured them in as nearly a normal position as possible, thus ensuring freedom from 
pressure and more adequate drainage. This operation would seem to be ideal, but 
formidable, and largely dependent upon the nature of the blood supply of the 
kidney. 

DISCUSSION 


DR. H. D. FURNISS said that at the Postgraduate Hospital, two cases of uterus 
unicornis were seen and in both there was only one kidney. 

Duplication of the ureters is a very frequent anomaly, but seldom has any 
clinical significance except in instances where one or more of the ureters empty 
outside of the bladder. 

In the operative treatment of the kidney in these cases one must distinguish 
between the congenitally ptosed and the dystopie kidney. One of the points is that 
in the congenitally dystopic kidney, the vessels come off from the aorta at a lower 
point than is normal. 

Dr. Bullard mentioned that in a case of dystopia Dr. Bissell had disentangled 
the vessels that went to the kidney, ligating some of them. That carries with it a 
warning, because the arteries that supply the kidney are all end arteries; 
there is no anastomosis between the different branches, and in disentangling these, 
if they have to be ligated, that much of the kidney substance is destroyed as the 
result of an infaret in the region supplied by these arteries. 


Dr. Gregory ZitBoors (by invitation) read a paper entitled Malignant 
Psychoses Related to Childbirth. (For original article see page 
145.) 


DISCUSSION 


DR. GEORGE W. HENRY said that Dr. Zilboorg’s paper was of considerable 
interest to the psychiatrist, not only because of the observations that he has made 
and the facts that he has disclosed, bute also beeause what he presents to us repre- 
sents a newer trend in psychiatry. 

Early in his paper Dr. Zilboorg mentioned some studies made by various investi- 
gators regarding the relationship of certain physical illnesses to psychoses. The 
hope that in this way some clue to the understanding of the psychoses might be 
found has always invited speculation and investigation. As a matter of facet such 
studies have availed us little. We find that we eannot divide people into their 
parts and arrive at an understanding of their psychoses. We have to think of them 
as highly complex organisms, with equally complex environmental relationships. 

This becomes inevitable when we consider for 1 moment the phenomena presented 
by certain domestic animals. 


The dog and eat, for instance, commonly have a 
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certain relationship toward each other. As soon as the eat becomes aware of re 
proximity of the dog, this relationship promptly becomes manifest. The eat’s 
attention is focused on the dog, the teeth are shown, characteristic sounds are made, 
the hair stands on end, the tail becomes more active, and the eat appears to be 
getting ready to move. The dog, likewise, behaves in his characteristic manner. 
A study of the cat’s claws, its hair, its tail, its blood chemistry, its hissing, or any 
other component would not afford more than an imperfect understanding of the 
eat’s attitude and behavior. The same follows to quite an extent in the study of 
the human being. We can study the various organs, the various secretions, or 
the various toxins elaborated, and yet not arrive at a sufficient understanding. 
A comprehension of the complexities and subtleties which differentiate human from 
other organisms is prerequisite to a study of the psychoses and, in practice, each 
psychosis presents an individual problem. 

Dr. Zilboorg has consistently utilized this method of approach. He has told us 
about particular individuals, about the way in which they have developed certain 
habits of reaction, or certain tendencies which have led to the very definite life 
patterns peculiar to the individuals under consideration. Te has mentioned that 
these people are of schizoid personality, that is, individuals who are a little apart 
from the world and become more and more so as they mature; individuals who are 
particularly embarrassed in adjusting themselves to those difficult relationships and 
responsibilities which are inevitable to marriage and reproduction. 

He has mentioned that heredity may play some role in these conditions. Again, 
we find from studying thousands of patients that heredity is an ineonstant and 
undetermined factor in the psychoses of these patients. The influence of maladapted 
relatives in distorting our personalities is probably a more potent factor in pre- 
disposing to psychoses. . 

Dr. Zilboorg has found among his patients a number in whom the onset of the 
illness occurred rather late in life. This agrees with the observations of others 
that most of the patients who develop psychoses in association with childbirth 
are over thirty years of age. Since schizophrenic psychoses usually become manifest 
before the age of thirty, it follows that such individuals probably have been sub- 
jected to the stresses which cause others to become psychotic and yet have not 
suceumbed until confronted with the test of childbirth and motherhood. 

Two of the cases he mentioned had a temperature of 103° or 104° at the onset 
of the psychosis, and one of them had a definite anemia. One might easily con- 
elude that these factors contributed much to the psychosis. Dr. Zilboorg has already 
called attention to the facet that such complications are uncommon among the eases 
he has studied, and this is consistent with similar observations made with much 
larger groups. 

Some may object that a small number of cases have been studied. This is, of 
course, a valid objection. It is very difficult to study a large number of eases. 
Much time is consumed and the desired information is often difficult to obtain. 
Since in psychiatric work each patient is an individual problem, the differences be- 
tween patients are more important than fictitious generalities which may be noted 
from a study of a large group of eases. 

We should remember that this paper is a preliminary report on malignant 
psychoses, and a better understanding will be obtained as the study is continued 
and those personality types which are more prone to develop benign psychoses are 
contrasted. 


In conclusion attention should be called to some practical considerations. If one 
in forty patients develops a psychosis in connection with childbirth and, as the 
Statistics seem to show, 50 per cent of these develop malignant psychoses, this means 
that one in every 800 patients delivered of a child is for all practical purposes a 
total loss to society beeause of a malignant psychosis. 
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It may seem that a subject of this kind does not lend itself to practieal appliea- 
tion, yet when we have an understanding of what is needed in the form of informa- 
tion, fairly reliable conclusions can be reached through a rather simple conversation ° 
with the patient for a period of about twenty minutes. 

This study eails our attention to the fact that when consulted regarding the 
advisability of future pregnancies, we must consider the type of personality and 
more particularly the degree of psychosexual maladaptation. It seems, also, that 
this psychiatric contribution may be of aid when the consideration of other factors 
does not permit of a decision. 


DR. G. L. MOENCH said that there is a close relationship between the 
psychiatrie trouble and the endocrine system. Women had so frequently an ovarian 
disturbance, expressed as amenorrhea in some eases, and as menorrhagia in others, 
that it seems there might be an explanation here as to why these psychoses oceur, 
especially in women who are frigid. In other words, an inherent deviation from the 
normal results in the disinelination for sexual relations and the latter foreed upon 
anyone certainly have a most deteriorating effect. As gynecologists we frequently 
see patients whose marriages, although they started happily enough, are broken 
up for just these reasons. At the same time we know so little about the endocrinal 
functions that didactie views are not possible in this field. 

Dr. Moench considered that there are perhaps two elasses of women who develop 
deterioration in connection with married life and the demands put upon them by 
childbirth. We frequently see persons with a very shut-in personality who do not 
make friends easily, have their own troubles which they never talk about, and 
have very few friends who know their ways. They fit pretty well into the schizoid 
group. Through married life many of them have repeated pregnancies without 
any change at all, provided they care for their husbands. On the other hand, one 
sees women in whom none of the earmarks of schizophrenia are present, who were 
more or less so at the time of marringe but, being married to men who—to express 
it bluntly 
They are constantly keyed up. Whenever they have intercourse, they are afraid 
they will not reach an orgasm and, as a result, do not. Nervous troubles follow 
and there develops a psychic reaction against the husband and against anything 
connected with him. 


are unable to give them sexual satisfaction, become extremely nervous. 


Dr. Moench endeavored to bring out that, while some patients of the schizoid 
type, carrying over certain infantile vestiges and traits, will react to motherhood 
with deterioration, other women of the same type but much in love with their 
husbands will remain normal. Again, some women, although not afflicted with any 
schizoid personality, will react more or less like a schizoid patient due to environ- 
ment. In other words, he would put more stress on the effects of environment and 
everyday life and the sentiments toward the husband than has been done by Dr. 
Zilboorg. That patients develop a malignant psychosis with the trials and tribula- 
tions of motherhood just because they are not fully grown adults, does not seem 
quite conclusive. The roots of the instinets of motherhood go down to an earlier 
period than puberty and the years following this advent. 


DR. ZILBOORG (closing), said that in response to the remarks made he wished 
to state that the study has gone. a little farther than the conclusions that were 
presented tonight, and a second paper loaded with the heavy artillery of psychiatric 
terminology is to be presented elsewhere. In that paper an attempt is made to 
interpret the dynamics of the postpartum psychoses, i.e., a review is made of what 
is actually going on in the mind of the woman who breaks as a result of childbirth. 
The study is based on the cases specifically quoted here tonight and on the whole 
group referred to. 


4 

a 

= 

- 

: 

a4 

¥ 

‘eae 


THE NEW YORK OBSTETRICAL SOCIETY 247 


It is a matter of great importance to keep clearly in mind that the mere fact 
that a woman is endowed with a schizoid personality does not doom her to sueeumb 
to a schizophrenic psychosis. The presence of a schizoid personality should merely 
put us on our guard and demand further study. 

To recapitulate and perhaps amplify: There are certain women, just as there 
are certain men, who carry over into adult life habits of childhood whieh they 
could not outgrow; such as masturbation, bed-wetting, extreme infantile attach- 
ment for one of the parents, an attachment from which they are unable to wean 
themselves. The doctor stated here that these characteristics and their elaborations 
make the human individual rather puerile and in ‘‘the case of women they cannot 


’ Continuing he said that this consideration coincides 


he mothers without impunity.’ 
with the clinical observations, and Dr. Moenech’s remark corroborates, rather than 
contradicts, the point made. Dr. Moench said that he observed schizoid personali- 
ties in women who were and remained well, provided they were fond of their hus- 
bands and provided the husband was capable of doing his part in the physiologic 
side of marriage. 

The statement is not a bad attack on the husband, and it is not devoid of humor 
to hear such an attack made by an obstetrician and gynecologist. The trouble, 
however, is not entirely with the husband. To be sure there are men who suffer 
from a number of deficiencies, such as ejaculatio-preeox for instance. It is also 
true that in such eases the woman, as Dr. Moench puts it, finds herself in a con- 
stant state of ‘‘being keyed up.’’ According to Dr. Moeneh’s correct observation 
these women are tense, and the particular situation causes the breaking up of a 
number of marriages. There is, however, we must remember, a fundamental dif- 
ference between a broken-up marriage and a broken-up personality. 

With regard to the endocrinologie explanations suggested by Dr. Moench, so 
little is actually known about the specific psychophysiologie significance of endocrines 
that one should be guarded in one’s conclusions. There are so many insufficiently 
observed facts and so few facts of real clinical value, that one is called upon to 
refrain from explanations. We should limit ourselves to striet clinical observations. 

Dr. Moench said that a number of women, whom he had observed, ‘‘eseape a 
mental break despite their schizoid personality—this provided they are fond of their 
husbands.’’ Please note that they are capable of being fond of somebody. Please 
note that there is a fundamental difference between the frigidity of Dr. Moench’s 
patient, who said she didn’t mind the trouble of giving birth to a child provided 
she was getting something out of it, and our eases. Note that she ‘‘wants some- 
thing out of it.’’ 


Dr. Zilboorg contrasted this idea with that of one of his patients, a woman 
who never had an orgasm, never cared about sexual intercourse and regarded the 
procedure with contempt, considering it impure. She submitted to sexual relations 
because she had to. Such women get married because they want to escape the 
social stigma of spinsterhood, but they suffer from a psychologie deficiency which 
prevents them from being in love and even the desire to ‘‘get something out of 
it.’”’ He then said: 

**In discovering frigidity in schizoid personalities we ought to ascertain the 
patient’s past history with regard to her psychosexual development. One should 
try to find the answer to such questions as: Wow did she react to boys when a 
young girl? Did she like and know how to flirt? What was her relation to her 
father? To her mother? What was her life ideal? Occupation? Ambition? One 
might summarize the findings in such a case somewhat like this: Patient in all 
regards, physically or physiologically, appears to be a normal female. She is a 
female in all respects except for being a woman.’ 
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Dr. Zilboorg said that there is no such thing as puerperal mania or puerperal 
insanity as a clinical entity; that types of psychoses developed after the puerperium 
are exactly the same as those that develop without puerperium. 

Childbirth plays the part of the rather too heavy straw that breaks the back of 
a very weak camel. Childbirth has a psychologic as well as a physiologic me 


aning 
for a woman. 


BROOKLYN GYNECOLOGICAL SOCIETY 


STATED MEETING MAY 6, 1927 


Dr. Abram KopLowitz reported a case of Pregnancy in a Rudimen- 
tary Uterine Horn. 


The patient presented the signs of a uterine rather than an ectopie pregnancy. 
Not only did she have the presumptive signs, but there was a uniform and 
progressive enlargement of the abdomen as in ordinary pregnancy. When she 
first presented herself, apparently in labor, the fundus was two fingers’ breadth 
below the ensiform, fetal parts were discerned, the fetal heart was heard and 
counted, and on pelvie examination a round hard spherical tumor mass was dipping 
into the pelvis. 

E. S., aged eighteen, status single. Catamenia began at ten and one-half years of 
age, usually irregular, every two to four weeks but has never gone more than four 
weeks. Last regular menstrual period, January 26, 1924. Admitted to the Browns- 
ville and East New York Hospital on January 9, 1925. 

Early in March, about five weeks after her regular period she had a dilatation 
and curettage performed in an attempt at abortion, in a doctor’s office. She eon- 
valesced for about ten days, continued to bleed, and had pains in the lower 
abdomen. She was again curetted, this time at her home, after which she stayed 
in bed for about a week. Sometime in May she experienced nausea and vomiting, 
painful breasts, and a rash over her body. She was examined by a physician who 
established a diagnosis of three months’ pregnancy and suspected lues. The 
Wassermann test was four plus, and she was put on antiluetie treatment. From 
that time on, she received antepartum care regularly at the Brooklyn Hebrew 
Maternity Hospital. Expectant date of delivery was November 2, 1924. Progressive 
abdominal enlargement, fetal parts and fetal heart were noted, and the patient 
herself felt life. She was admitted to the Maternity ward on September 10, 1924, 
apparently in labor; pains oceurred every four to five minutes; good fetal heart. 
At the end of thirty-six hours, labor pains abated, and she was sent home with 
instructions to return at the onset of pains. 

Twenty-four days later, on October 2, she was readmitted, at which time fetal 
heart sounds were discernible, the cervix showed a finger breadth’s dilatation and 
a round globular mass dipping into the pelvis. Pains again stopped and she was 
sent home again. 

Almost two months later, on November 29, 1924, she appeared at the Maternity 
elinie and on examination fetal heart sounds were no longer heard, no fetal 
movements were noted and the abdominal mass had diminished in size. The present- 
ing part was now above the brim, and the cervix was closed, firm, and freely 
movable. 

A diagnosis of dead fetus was made, and she was advised to enter the hospital 
to have labor indueed. She was lost sight of until January 7, 1925. 


The patient’s general condition was good; abdominally a mass which was 
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globular, firm, and not tender, was palpated to midway between the umbilicus and 
the ensiform. This appeared to arise from the pelvis. No fetal parts, movements, 
or heart were made out. 

The cervix was small and firm, closed, in axis of vagina, not tender to motion; 
no presenting parts were palpated but the same mass which was felt through the 
abdomen could be made out from below and could not be differentiated from the 
uterus. 

Dr. Koplowitz concluded that he was dealing with a case of missed labor and had 
the patient admitted to the Gynecologic service at the Brownsville and East New 
York Hospital, which she entered on January 9, 1925, Anterior vaginal hysterotomy 
was done in the usual manner, the mucosa was incised and denuded laterally, the 
bladder was stripped back and the anterior lip of the cervix was split to beyond the 
internal os. On digital exploration no fetal parts could be felt but instead, a 
smooth firm tumor mass was made out. A large ovum forceps was inserted and 
brought down the large bowel. The opening was packed with iodoform gauze, 
and the patient was sent back to bed. On the following morning, an abdominal 
section was done and on entering the peritoneum, a large mass was disclosed. It 
was about the size of an adult head, smooth, firm and globular, and was attached 
by a pedicle to the uterus. The uterus itself was normal in size, pushed to the 
left by the tumor mass and, with the exception of the incision referred to, un- 
injured. 

The packing was found posteriorly, the peritoneal coat of the sigmoid showed 
where it was grasped with the ovum ferceps, otherwise, it was uninjured. The 
tumor mass was removed by transfixion and ligation of the pedicle close to the 
uterus. 

The abdomen was closed in the usual manner. The patient made an uneventful 
recovery and was discharged on January 28 in excellent condition. 

The tumor contained a dead fetus, some liquor amnii and a placenta attached to 
the upper part of the inner surface of the cyst. The fetus measured 45% eenti- 
meters in length and weighed 1565 grams. The skin showed slight maceration 
and was covered with vernix ecaseosa; the head was covered with hair, the cartilages 
of the nose and ears were well developed, and the fingers and toes possessed well 
developed nails which projected up to, if not beyond, the finger tips. 

Radiographs showed the long bones were fully developed, the os caleis and 
astragalus are ossified. In comparing these positive findings with the age table 
in Dorland and Hubeny on X-Ray in Embryology and Obstetrics, there appears 
to be no further ossification beyond the age period of the ossification of the 
astragalus which usually appears at the twenty-fourth week but may not appear 
until the thirty-sixth. Studies by various observers of the ossification centers at 
birth by means of the x-ray have shown that the results are inconstant. There is 
no one center of ossification whose presence or absence is absolutely diagnostic 
of maturity. The most constant is the distal epiphysis of the femur and this is 
present in only 80 per cent of cases. Therefore the fetus was from thirty-two to 
thirty-four weeks old or possibly more. 

The microscopic examination of the sac showed uterine muscle tissue with 
glandular tissue in the inner layer. 

This then is definitely a case of pregnancy in the rudimentary horn of a 
uterus bicorniec unolatere rudimentarius, with a fetus of at least eight full months’ 
and most likely having entered the ninth month, when death took place, with a 
shrinkage of the tumor mass. 


Dr. Epwarp A. SctituMANN, Philadelphia (by invitation), read a paper 
entitled Pelvic Symptoms in Women Nongenital in Origin. (For 
original article see page 202.) 


THE OBSTETRICAL SOCIETY OF PHILADELPHIA 


STATED MEETING MARCH 3, 1927 
THe PRESIDEN7?T, Dr. Puinie WILLIAMS, IN THE CHAIR 


Dr. Marcaret C. Sturais presented a report of An Unusual Type of 
Fibromyoma of the Uterus. 


A white housemaid, thirty-nine years of age, single, with general health al- 
ways good. Menstruation regular, moderate flow with only slight discomfort. Her 
last period November 24, 1926, lasted seven days, and was more profuse than 
usual. On December 10, 1926 while at work the patient was suddenly seized 
with a very sharp pain in the back which radiated to the left lower quadrant of 
the abdomen and to the vulva. Nausea was present and several times patient 
vomited. The pain persisted in the left side for that day and the following 
day when standing and on defecation. There was frequency and burning mie- 
turition; also slight vaginal discharge. She continued at her work until two 
days later when she was removed to the hospital because the pain had become very 
severe. Examination disclosed an unmistakable abdominal enlargement. Three 
masses could be outlined. The right-sided mass extended upward to about three- 
centimeters above the umbilicus, was ovoid, firm in consistency, and dull on per- 
cussion. The left-sided mass filled the lower left iliac fossa and extended upward 
to about four centimeters below the level of the umbilicus. This mass was ovoid, 
firm, and dull on percussion, and was definitely separable from a midline nodular 
mass which extended about four centimeters above the symphysis. The museles 
were not rigid, but there was a tenseness of the entire abdominal wall. An 
unruptured hymen, crescentic, barely admitted the tip of a finger. There was con- 
siderable pain on pressure upward with finger in rectum, especially on the left side. 

Patient was frail looking. Temperature 100° F.; pulse 100; respirations 24. 
Blood count showed 10,600 leucocytes; 87 per cent polymorphonuclear cells. Urin- 
alysis was negative. Cervical smear negative for the gonoecoccus. The impression 
gained was that of an acute surgical abdomen due to torsion of a pedicle of the 
left-sided mass. The central nodular mass was thought to be a uterine fibromyoma, 
and the lateral masses which appeared smooth because of the tenseness of the 
abdominal wall, were thought to be ovarian cysts. 

On opening the abdomen a serous exudate was noted. A multinodular uterine 
fibromyoma presented in midline, A dull, deeply purple, ovoid mass oceupied the 
left side, which was attached to the Anterior left side of the uterine body by a 
long pedicle, twisted upon itself three and one-half times. A normal left tube 
and ovary were found behind the mass. The right-sided mass was the same glis- 
tening grayish pink as the fundus and proved to be another nodule attached to 
the posterior side of the body by a very tiny nonvascular pedicle. This tumor 
showed huge blood vessels converging posteriorly, and the posterior surface of 
this tumor was attached by a fan-shaped adhesion carrying these large vessels 
to the anterior wall of the rectum. The right appendages were bound down on the 
posterior side of the broad ligaments by adhesions. There also was one detached 
calcified nodule held by adhesions to the anterior surface of the right broad 
ligament; this was about the size of a walnut. 
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A supravaginal hysteromyomectomy with right salpingo-oophorectomy was done. 
Postoperative convalescence was uneventful. Patient left the hospital on the four- 
teenth day and returned to her usual occupation after six wecks. 

This case is interesting in the following particulars: It presents an acute 
surgical abdomen due to torsion on the pedicle of a pedunculated fibromyoma of 
the uterus; a parasitic attachment of another larger fibromyoma to the rectum, 
from which it got its blood supply; it shows the migrating of another smaller 
nodule which, failing to get proper nourishment, became ealcified and adherent, 
and was of great interest because so much pathology could exist for presumably 
so long a time without mechanical or functional disturbances. 


Dr. Cueney M. Stimson reported a case of Hernia Strangulated 
Through the Broad Ligament. 


Mrs. J. W., colored, thirty years of age, admitted to Jefferson Hospital December 
26, 1926, and assigned to the service of Dr. Anspach. Patient was almost moribund, 
and stimulants were administered in the ambulance and again in the receiving 
ward. On admission her temperature was 97° F., pulse 180, respirations 30. Blood 
pressure was 120/60. It was learned that she had been ill four days, with pain 
and tenderness of sudden onset in the lower abdomen. She had vomited only 
once. A rectal injection had been given the day before she was brought to the 
hospital, which was ineffectual. There had been no irregularity in the menses. 


Examination showed a well-nourished young colored women in a stati of ex- 
treme shock. The abdomen was but moderately distended. Rigidity was present 
below the umbilicus. There was tenderness over the entire abdomen, more pro- 
nounced, however, above Poupart’s ligament on the right side, with dullness in 
both flanks. Vaginal examination disclosed a normal nulliparous cervix. Owing 
to the rigidity of the abdominal muscles, the fundus uteri could not be outlined. 
The pelvis was full of fluid. No masses could be palpated. 


Enveloped in blankets and hot water bottles the patient was taken at once 
to the operating room and prepared for operation on the table. Under light ether 
anesthesia a small midline incision was made below the umbilicus. A considerable 
quantity of reddish brown, foul smelling fluid escaped, and coils of black gan- 
grenous intestine presented. At this point respirations ceased, and the patient 
died. Enlarging the incision, the greater part of the small intestine was found 
to be gangrenous. Exploration disclosed a strangulation through an opening in 
the right broad ligament large enough to admit three fingers. The greater part of 
the small intestine, together with its mesentery, had passed through this opening, 
the mesentery becoming twisted upon itself, evidently cutting off its blood supply. 
The right tube and round ligament were adherent to the right pelvic brim and 
formed the sharp inelastie upper boundary of the hernial opening. The coils of 
intestine and mesentery passed through the opening from above downward and 
then rose out of the pelvis from behind the elongated tube and round ligament. 
There were few adhesions and most of the coils of intestines could be drawn back 
through the hernial opening. 


Dunn,! in 1926, reported a case of hernia through the broad ligament, and in a 
review of the literature found four other cases reported up to that time. The 
situations of the hernias in these five eases were, left side, four; right side, one. 
The greatest length of gut involved was eight feet, in which a resection was 
done. Following operation all five patients recovered. 


*Dunn, Louis: Hernia in the Broad Ligament from the Clinical Viewpoint, Surg., 
Gynec. and Obst., 1926, xlii, 398-402. 
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Dr. Frank B. BLock reported a case of Ruptured Endometrial Ovarian 
Cyst Simulating Perforated Duodenal Ulcer. 


The patient, aged thirty-five years, was awakened with intense pain just above 
the umbilicus. Half an hour later she vomited twice. The pain continued in in- 
creasing intensity and remained confined to the upper abdomen. She had been 
married two years but had never been pregnant. Her menstrual periods had al- 
ways been regular. Her last period had ended the day before the present attack. 
She was admitted to the Jewish Hospital about 5 A.M., in shock. The abdomen 
presented a general board-like rigidity, more marked in the midline about half 
way between the umbilicus and the ensiform cartilage. Pelvie examination was 
unsatisfactory on account of the extreme abdominal rigidity, but no pain was 
‘rauscd on moving the cervix, fairly good evidence against an ectopic pregnaney. 
The leucocyte count was 17,000 with 95 per cent of polynuclear cells. A  pre- 
operative diagnosis of ruptured duodenal ulcer was made, and immediate opera- 
tion was ordered. When the peritoneal cavity was opened, a small quantity of 
dark, bloody fluid was noted, but there were no clots or material resembling 
gastric contents. The stomach and duodenum were normal, and nothing abnormal 
could be palpated in the pancreas. There were a few adhesions between the gall 
bladder and the duodenum. The pelvis was found to contain a cyst of the left 
ovary about three inches in diameter, slightly adherent. This cyst ruptured dur- 
ing delivery and was found to contain the characteristic chocolate material. The 
right ovary was slightly adherent in the culdesae, and when it was delivered was 
found to contain several small cysts of the same type. Before either of the 
ovaries was disturbed, it was noted that the pelvis contained a small quantity of 
the same type of bloody fluid which was found in the upper abdomen. The uterus 
was not adherent but contained a small intramural myoma. Bilateral oophoree- 
tomy and appendectomy were done. The uterus was not removed. The wound was 
closed without drainage. Her convalescence was normal except for a slight wound 
infection. 

The symptoms in this case were undoubtedly due to the presence of free blood 
in the peritoneal cavity due to leakage from an endometrial implantation eyst of the 
right ovary. In a_ personal communication Sampson states that he has never 
observed such symptomatology as the result of such a condition, Dr. C. C. Norris 
stated that in the gynecologic clinie at the University Hospital a patient was 
eperated upon in an emergeney with a preoperative diagnosis of ruptured ectopic 
pregnancy, which proved to be a rupture of an endometrial ovarian cyst. Graves 
(Gynecology, ed. 3, Philadelphia and London, 1923) mentions the possibility of 


such a eondition, but the other textbooks which have been consulted make no 
reference to this subject. 


A New Umbilical Cord Clamp was presented by Dr. Joun C. Hirst, II. 


It is used routinely on all infants and is endorsed in the Department of 
Obstetrics of the Hospital of the University of Pennsylvania and in the St. Agnes 
Maternity Hospital. After using this method of clamping the umbilical cord for 
three months, it was found that the clamp and stump separate usually in five 
days and no case of slipping or bleeding had occurred. Split gauze should he 
kept between the clamp and the child’s abdomen. The instrument affords a clean, 
ccrtain surgical method, and insures dry healing of the umbilicus. 

Sterilization in alcohol or autoclave is preferable to boiling. 


The instrument is made by G. P. Pilling & Co., Philadelphia, Pa. 
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Fig. 2. 


Dr. OrtANDO H. Perty, by invitation, read a paper on Diabetes in 
Pregnancy. 


He reviewed the authoritative studies upon the basal metabolism of the gravid 
state and claimed that, with the advent of insulin, even a severe diabetic can go 
safely through pregnancy. He described a personally observed ease in a woman 
who became pregnant after fourteen years. A year and a half previously she 
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had a blood sugar above 800, and was in deep coma. After being standardized, 
dieted, and given from 30 to 40 units of insulin daily, she was safely delivered 
by cesarean section. 


DISCUSSION 


DR. B. C. HIRST said that his opinion has radically changed since the intro- 
duction of insulin. We once thought diabetes a serious complication with a high 
maternal and infantile death rate. Since insulin has been used, with the dietetic 
management and the cooperation of expert internists, pregnancy in the diabetic 
has lost its terrors. 


DR. PHILIP F. WILLIAMS asked Dr. Petty to discuss the use of insulin in 
connection with glucose in the so-called earbohydrate treatment of pernicious vomit- 
ing of pregnancy, and whether it is safe to give a woman insulin if a hyper- 
glycemia has not been produced. 


DR. DANIEL LONGAKER asked Dr. Petty what is the relation between the 
basal metabolic rate and infertility and sterility? Is it a fact that a metabolic 
rate below normal is present in these cases? 

Does the diahetie who is relatively sterile become fertile under treatment and 
at the same time develop a normal metabolie rate? 


DR. LEWIS C. SCHEFFEY said that at Jefferson Hospital, while pregnant 
women apparently showed a decreased tolerance to sugar intake, the test was 
unreliable in differentiating pregnancy from other conditions. The percentage of 
positive results in nonpregnant patients was exceedingly high and further em- 
phasized the unreliability of the test, both in principle and practice. 


DR. PETTY (in conclusion) said in reply to Dr. Scheffey’s question, con- 
oy y cerning the decreased glucose tolerance test, that he was not acquainted with any 
report of glucose tolerance tests done on pregnant diabetics, which were checked 
by blood sugar estimation, and considered a urine examination of no value at 


me all in differentiating these doubtful cases. In fact even the glucose tolerance 
test, accurately done, will not detect all of the mild cases, and will not at all j 
differentiate the case of low renal threshold from the mild or potential diabetic. 
Dr. Longaker’s question, concerning sterility and low carbohydrate tolerance, 
is probably explained by the lack of physiologically nourished tissue, due to the 
disturbed carbohydrate metabolism as evidenced by hyperglycemia and acidosis. 
Concerning the use of insulin and glucose intravenously for the pernicious vomit- 
ing of pregnancy, his impression at the present time was if the vomiting is due to 
ketones, insulin and glucose would be of advantage. Insulin is a potent, two- 
i edged drug, and should not be used even in severe diabetics without careful control 
ned Dr. Joun C. Hirst, II, read a paper on The Use of Follicular Hormone, 
Pet. Especially With Reference to Functional Sterility. (To be pub- 
: S 7 lished in a subsequent issue of this Journal.) 
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Dr. Irvine F. STEIN presented a specimen of Primary Ovarian Preg- 
nancy. 


This patient was twenty-nine years of age. She was sent to the surgical ward 
with the admitting diagnosis of acute appendicitis. Her temperature was 100°, pulse 
92, and the leucocyte count 17,000, The history was almost typical of an acute 
appendiceal attack. She had had a normal period two months before and the 
last period was delayed a few days. She took some emmenagogue pills and then 
had what she thought was a normal period. On admission she was just due for 
another menstrual period. The lower abdomen was so rigid that no mass was 
felt. In the light of the history in addition to the diagnosis of acute appendicitis, 
the possibility of ectopic pregnancy was also thought of. Dr. Stein saw her in 
consultation the following morning. The sedimentation time was one hour, tempera- 
ture 99.4°, and pulse 92. The white cell count was 16,700. He waited for twelve 
days, at which time the leucocyte count had come down to 9,000, and a mass was felt 
in the right adnexa. The sedimentation time was still about one hour. 

Upon opening the abdominal eavity by a Pfannenstiel incision, he found a fair 
quantity of dark blood. The right-sided mass was completely covered by the 
omentum. This large mass which was obviously situated in the ovary was brought 
out. This tube seemed to be opened at the fimbriated end. The adnexa was re- 
moved, and the tube and ovary on the other side, which were likewise adherent, 
were also removed. There was a small corpus luteum in the other ovary. On 
microscopic section it was found that there were typical chorionie villi in this ovary, 
and the specimen presents all the specifications detailed by Spiegelberg in 1887, for 
true ovarian pregnancy. 

DISCUSSION 


DR. N. S. HEANEY asked if it were on account of the sedimentation time that 
he waited twelve days to operate upon the patient. 


DR. CAREY CULBERTSON said that as he reealled the history there was no 
metrorrhagia, which is the most common symptom. He asked if there was rupture 
in the ovarian mass. 


DR. STEIN, in closing, answered Dr. Curtis’ question by saying that numerous 
sections were made through the wall of the ovum, but no endometrial or endo- 
metrial-like tissue was found. 

In answer to Dr. Heaney, he said that as the patient’s condition did not appear 
urgent, the leucocyte count was coming down from 17,000 to 9,000 and there was 
no definite diagnosis of either acute appendicitis or ectopie pregnaney, the patient 
was kept under observation in order to arrive at a more accurate diagnosis. The 
sedimentation time gave quite a bit of information. In the beginning it was one 
hour, and a week later it was one hour. Had the sedimentation time in the begin- 
ning been twenty or fifteen minutes, which would be in line with the acute inflamma- 
tion of the appendix, operation would have been performed at onee. The fact that 
it was one hour, justified keeping the patient under observation. 

In answer to Dr. Culbertson, he said there was free blood in the peritoneal 
cavity. There was no bleeding spot seen on the ovarian mass. The surface was very 
irregular, as though bleeding had oceurred previously and stopped. She had bled 
slightly after taking the emmenagogue pills, but it was not a free flow. 
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Dr. N. S. HeEANEy reported a case of Colpitis Emphysematosa. 


An unmarried woman, forty years old, on whom he did a supravaginal hyster- _ 
ectomy two years ago, came to his office without complaint to see if she were in 
good condition to make a trip. He had seen her at frequent intervals during the 
last two years and found her continually in good health. Upon vaginal examination 
he felt a peculiar condition of the mucous membrane, giving much the same sensa- 
tion as is produced by colpitis granulosa occasionally seen in pregnant women, 
When he introduced the speculum, at least half of the vaginal mucous membrane 
appeared as though there were sagolike bodies buried in its substance. He never 
had seen a similar eondition so he asked her to return in two weeks. At this 
time there was a marked increase in the amount of involvement. She entered 
the hospital, and at this time at least four-fifths of the vaginal wall contained 
these little cystic-like swellings which ranged from the size of a pinhead to the 
size of a split pea. These swellings looked as though they contained fluid, but 
when pricked with a needle no fluid eseaped, but they seemed to contain gas in- 
stead. He excised three pieces of the involved tissue, one for the artist who was 
present, the second for baeteriologie examination, and the third for microseopie 
examination. Though aerobic and anaerobie cultures were made, no growth was 
obtained. On microscopic examination a most curious picture was found. There 
were two varieties of epithelium, one was low cuboidal, and the other was composed 
of tall, clear cells resembling the cells of the cervical mucous membrane. They 
were arranged in papillary projections with only one cell thickness covering the 
papillae. He examined the patient three weeks after she left the hospital and 
although he had excised only a small part of the involved area, the mucous mem- 
brane had an entirely normal appearance except for the presence of two very small 
eystic-like areas. 


Drs. C. H. Davis and R. 8. Cron presented a paper on Congenital 
Absence of the Vagina. (See page 196.) 


DISCUSSION 


DR. R. S. CRON’S experience with women having a congenital absence of the 
vagina dated back to the time of his association with Dr. Reuben Peterson at the 
University of Michigan. They had under their observation a patient upon whom 
Dr. Peterson had done a two stage Baldwin operation. The functional result from 
this operation was as a rule, quite satisfactory. In this particular case there was 
an excessive mucous secretion which necessitated wearing a napkin for protection. 
About three or four years after the operations, during which time the patient 
married, the bowel prolapsed outside of the artificial introitus to the extent that 
it was necessary through a median suprapubic incision to elevate and anchor the 
redundant bowel to the infantile broad ligaments. From this experience, it was 
quite evident that the Baldwin operatidn is associated with some grief and con- 
siderable danger. 

His second experience was with the modified Graves’ operation. In this case 
the separation of the bladder and rectum was not earried high enough, and the 
split labiae were not mobilized as far as they should have been. Although manual 
dilatation was practiced for about one month, the husband failed to keep the new 
cul-de sae open. Eventually the artificial vagina was nothing more than a deep 
dimple. 

Dr, Cron’s experience since that time taught him that it is neeessary for the pa- 
tient to have well-developed labia minora. The tunneling should be carried as 
high as possible. In the most recent case this was carried to the peritoneum. The 
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base of the labial flaps should be undermined as far as possible. Complete 
mobilization makes it practical to stretch these very clastie structures so that they 
ean be anchored high up in the new cul-de-sae. 

In the second ease the patient, after operation, had across the top of the vagina, 
a thin band of sear tissue. This with time and use disappeared and lengthened 
the vagina about one inch. The cosmetic result has also improved with experience 
as is shown in comparing the external appearance of the end-results on the two 
patients. 

DR. N. S. HEANEY said he had several opportunities to make artificial vaginas 
but had never operated upon a single one, largely because he had never been 
enthusiastic about the operation due to the bad results that he had seen in the hands 
of others. Now, having seen these two eases, he will not refuse operation to the 
next patient presenting herself. Dr. Heaney said he thought an important factor 
in securing a good result is to operate only just before marriage or only upon 
a married woman, for he felt that there must be very great danger of cicatricial 
contraction if ‘the operation were performed upon the unmarried. 


DR. IRVING F. STEIN did not understand from the essayists whether the 
internal genitals were found present before operation, whether the uterus or adnexa 
were present, and if so, whether they were identified by any means. In a patient 
operated upon by him there was a marked atresia in which there was no external 
evidence of a vagina found on examination. Pneumoperitoneum revealed the fact 
that the uterus was normal in size, and both the ovaries and tubes were shown 
clearly in the x-ray film. From this evidence, it was believed that there was an 
atresia apparently of inflammatory origin occuring very early in life. A thread- 
like opening, which permitted the menstrual flow to escape from ‘one corner just 
below the urethra, was found. The vaginal plastic operation similar to that under 
discussion was done because of the difficulties in menstruation. 


DR. DAVIS, in closing, said that the various questions were answered in the 
written paper and ease reports. Dr. Cron’s patient apparently has an atrophic 
uterus. It has been impossible to outline more than one ovary in this patient. He 
agreed with Dr. Heaney that patients like the ones reported should not have an 
operation to make an artificial vagina unless marriage is contemplated in the im- 
mediate future. In these two cases coitus has kept the vaginal eavity well dilated, 
and they do not expect any future difficulty. 


Dr. M. T. GoLpstrixE presented a paper on The Distribution of Endo- 
metrial Cysts. (See page 191.) 


DISCUSSION 


DR. A. H. CURTIS said a point of interest in this connection is the question 
whether we ever encounter these so-called misplaced endometrial tissues in eases 
with occlusion of the fallopian tubes. He had never seen one in an individual who 
did not have open tubes. 


DR. R. S. CRON said that in support of Dr. Curtis’ discussion he wished to 
state that recently he had been able to grow menstrual endometrium in vitro. 
Patients on the first, second, and third days of the menstrual flow had the 
endometrium removed from the uterine cavity. This material was washed free of 
blood cells and other débris, concentrated by centrifuging and then placing in 
growth-promoting media and incubated. In every instance the tissue has grown 
and seems to be even more active than endometrium obtained from the non- 
menstruating uterus. Transplants from the mother mass have been carried on for 
months. Cron believed that this is ample proof that the cast-off menstrual endometrium 
is viable and that when given a satisfactory habitat will grow most actively. 
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He also reported a ease of chocolate cyst of the ovary. The ovary removed 
during the third month of pregnancy showed a typical decidual change in the lining 
of the cyst. This is additional proof that the transplanted endometrial tissue 
behaves like normal endometrium. 


DR. N. S. HEANEY said that Dr. Goldstine has probably proved his contention 
satisfactorily to himself, but he has not convinced him by his demonstration that 
chocolate cysts and adenomyomas of the rectovaginal septum are not of endometrial 
origin. It does not seem unreasonable to assume that the two cases which he 
(Heaney) reported and the one that Dr. Danforth reported, where women after 
cesarean sections had nodules develop in the laparotomy sears, which nodules be- 
‘ame tender and definitely swollen at each menstrual period, later became 
blue and when excised were found to resemble in all details endometrium, 
were due to bits of endometrium left in the abdominal incision at the time the 
uterus was opened. Nor did he believe that it was stretching the imagination, 
when subsequently he had two patients with similar nodules in laparotomy sears 
after operations upon the uterus, to assume that these nodules were endometrial 
in origin, when during menstruation biood escaped from these nodules and when 
these nodules were removed they resembled endometrium in every particular. How 
much more proof is there necessary in these five cases to demonstrate conclusively 
that the tissue is real endometrium? Dr. Davis reported at a meeting of the 
American Gynecological Society the following case which seems conclusive: A 
patient with normal pelvic findings had a patency test performed during the terminal 
days of a menstrual period. A few months later this patient had chocolate eysts 
of the ovary. 

Dr. Heaney stated that he had just operated upon a patient for chocolate cysts 
of both ovaries, who, last November, had a patency test performed, and at that 
time she was told by a competent gynecologist that her pelvis was normal to palpa- 
tion. No one will deny the possibility that endometrial tissue can be blown through 
the tubes during a patency test, although some may be skeptie as to the possibility 
of its going into the abdominal cavity spontaneously. Another facet of importance 
on the histogenesis of adenomyoma of the rectovaginal septum is that if they are 
not removed because of their extensive involvement, they atrophy and disappear if 
the ovaries are removed. 


One point that has been stressed is that the tubes are always reported open 
in eases of adenomas of the pelvis of endometrial origin. Of course, they could 
not evolve if they are endometrial in origin if the tubes had been always closed. 
He saw no reason why it was necessary to have them open at the time of opera- 
tion in order to prove that they are of endometrial origin, for subsequent to their 
implantation an inflammatory attack may close the fimbriated ends of the tubes, 
since obviously the presence of chocolate cysts, for instance, could not be expected 
to protect the patient from gonorrheal salpingitis. 


DR. CARL HENRY DAVIS said that when one recalls the cycle through which 
the endometrium passes every four weeks one must realize that this tissue probably 
grows more rapidly than any other in the body. Microscopic examination of 
menstrual lochia taken from the cervix shows remnants of uterine glands and 
endometrial stroma. When this endometrial tissue is first detached, it is reasonable 
to believe that the cells, or many of them, are alive and capable of reproduction. 
Groups of gland cells and stroma may well pass through the isthmus of the tubes 
under certain conditions, and in the lumen of the tube or peritoneal cavity continue 
to multiply just as they do when grown in the laboratory. Finally becoming at- 
tached in a favorable place, they may reproduce the endometrial-like structures 
described by Sampson and others. Dr. Heaney has mentioned the patient reported 


4 
3 
we 
4 
Gee 
3 
ate 
A 
4 
ix 
= 


CHICAGO GYNECOLOGICAL SOCIETY 259 


in a paper read before the American Gynecologieal Society last year. This patient 
had three tubal inflations before Dr. Davis saw her. The last one through a mis- 
understanding had been performed seven days after the beginning of a period. 
At operation he found small bits of endometrial tissue loosely attached to the 
uterosacral ligaments, close to the fimbriated end of the tubes. The microscopic 
appearance was identical with that of endometrium removed with the curette. Mr. 
Gey, at Columbia Hospital, is able to grow endometrial tissue by culture methods, 
provided it ean be seeured without bacterial contamination. 

Dr. Davis said that Dr. Goldstine may be entirely correct regarding certain 
gland like structures which he has shown, but he still believes with Sampson that 
transplanted endometrial tissue causes many, if not most, of the so-called endo- 
metriomas. 


DR. CAREY CULBERTSON said that certain findings in cases of endometriosis 
do not satisfy the various theories. Endometrium maintains itself in an embryonic 
state some way or other, probably because of its superficial disintegration and 
regeneration every month; at least, that is one explanation. Undoubtedly there is 
embryonic connective tissue elsewhere in the body in all organs and structures. 
That this tissue may be capable of appearing very much like endometrial stroma 
under the influence of the female sex hormone is probable. If there ean be ectopic 
decidual reaction in pregnancy, he saw no reason why there could not be ectopic 
pregravid reaction. Endometriosis has not been reported as occurring in men, 
probably because men have no female sex hormone. Where the tubules come from 
is another question. The presence of epithelial cells can be explained on the basis 
of metaplasia, changes in cell type, but the presence of the stroma is not so easily 
explained on that basis. Sampson’s theory that endometrial material is passed 
through the tube and implanted on the ovary, forming the cyst which later ruptures 
and spills its contents elsewhere, perhaps would justify the appearance of epithelial 
cells which are more capable of transplantation. It is somewhat more difficult to 
explain on that basis the presence of the stroma unless one states that the stroma, 
being embryonic, is also capable of transplantation and proliferation along with 
the epithelium which lines the tubule. The tubules of the mucosa are rudimentary 
glands. Dr. Culbertson said he had done some very interesting work upon the histol- 
ogy of the glands of the uterine mucosa during the last two years, based on the study 
of over two hundred specimens, and he hopes to have this in shape to present before 
the Society later on. This work shows some important modifications of the uterine 
mucosa as described by Hitschmann and Adler. Neither the theories of Sampson 
nor of Meyer explain in full the presence of these growths in distant parts of the 
body. Certainly there are cases reported which would seem to bear out the theory 
of Sampson. 

The last adenomyoma of the rectovaginal septum which C. operated had a 
chocolate eyst of each ovary; neither of them ruptured. As far as the chocolate 
eyst is concerned, he did not understand that every eystie space in an ovary con 
taining blood is a chocolate eyst. Hemorrhage into a follicular cyst or hemorrhage 
into a corpus luteum is not a chocolate eyst in the ordinary sense, even though the 
blood is old enough or faded enough to have a chocolate appearance. As he under- 
stands it, by a chocolate cyst is meant a eyst of the ovary that is formed from 
menstrual blood coming from one of these areas of endometrium. He agreed with 
Dr. Curtis as far as the patency of the tubes was concerned. He had never seen 
a ease of endometriosis in which the tubes had been closed. He agreed also with 
Dr. Heaney that there was time enough between the formation of these growths and 
the time they are operated upon for the tubes to become closed. At the Cook 
County Hospital, for instance, there is very little endometriosis but there are a 
great many closed tubes. 
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Another feature of pelvic endometriosis is the character of the menses. These 
patients invariably have menstrual disturbances, such as are not seen when these 
growths are in distant parts of the body. It would have been more interesting if 
Dr. Goldstine could have shown us these growths in the tonsils, and elsewhere in 
the body, with some evidence of menstrual reaction. None of the cases shown 
demonstrated that. The menstrual disturbance is a dysmenorrhea either from the 
beginning, or an acquired dysmenorrhea coincidental with the development of the 
condition in the pelvis. 


DR. J. L. BAER said that more recently than the work of Sampson, endo- 
metriomas were explained by Halban, of Vienna, on the basis of lymphatic distribu- 
tion. That would account for the localization in the appendiceal region and the 
pericardium. 


DR. GOLDSTINE (in closing), said he had no argument about live tissue grow- 
ing where it is transplanted, whether it is endometrium or other tissue in the body. 
Dead tissue will not grow. He still believed that the burden of proof is to the 
effect that these tissues are regurgitated endometrium from the uterus. He stated 
in his paper that he thought the great majority of them were not true endometrial 
transplants. He was willing to concede that in the cases Dr. Heaney reported 
there was a great possibility that these were from the uterus. 

As far as finding these growths entirely in women, if one goes into the laboratory 
and uses all of the sections as they come there, he will see adenomas in men with 
duodenal ulcer. 

As far as the endometrial-like adenomatous growth in the tonsil answering the 
ovarian hormone, he found blood in the gland and around the gland. Whether 
these glands enlarged at menstruation or not he did not know. 

He said Dr. Culbertson brought out a good point about the stroma around these 
glands. The chronic inflammation is typified by the connective tissue surrounding 
it, the leucocytie and round-celled infiltration, making it difficult to tell the dif- 
ference between the two. 

As to a chocolate cyst after the menopause, he had not seen one. He hoped 
later on to answer the question definitely when he had gone into the work on the 
ovary more thoroughly. 
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The Readers’ Forum 


ConpucTEeD BY JOHN OsBoRN PoLak, M.D. 


Readers of the Journal are urged to avail themselves of the facilities afforded by 
this department for replies to questions in the domain of obstetrics and gynecology. 
All inquiries should be directed to Dr, John O. Polak, 20 Livingston Street. Brooklyn, 
N. Y. Replies to such inquires will be published as soon as possible in this depart- 
ment. 


January 9, 1928 
Dr. A. W. 

In reply to your inquiry relative to the value of piloearpine in combination with 
morphine and atropine as an aid in effecting dilatation of the cervix, I would say 
that pilocarpine was advocated many years ago to relax the cervix, but in order 
to secure this effect the dose which had to be used caused some of the general 
physiologic symptoms of pilocarpine, namely, sweating and pulmonary edema. 
Its use was therefore discontinued for many years, and has been recently advocated 
by Gunn in combination with morphine and atropine in order to correct this 
unpleasant effect; the atropine is supposed to overcome the sweating while the 
morphine increases the muscular relaxation. 

Patients during Jabor should not be prostrated by the use-of such powerful 
drugs; morphine and atropine, or morphine and scopolamine will give the necessary 
relaxation without depression. Occasionally the addition of ehloral hydrate may 
further favor this cervical relaxation and dilatation without depressing the patient. 

The physiology of dilatation is very perfect; the bag of waters as a hydrostatic 
wedge obliterates the internal os and effaces the portial cervix by intermittent 
elastic pressure, and because the cervix is unsupported, serious infiltration oceurs 
and softening is progressive. Only after the membranes have ruptured in a so- 
ealled dry labor, does dilatation of the cervix seem tardy, and even here, when the 
presenting part firmly fills the lower segment, dilatation can best be accomplished 
by time and pain. Morphine with scopolamine given hypodermieally or oil-ether 
given by the reetum in combination with morphine and magnesium sulphate, 
intramuscularly, will accomplish the relief of pain and the relaxation of the cervix 
far better than the use of a drug as dangerous as piloearpine. 
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Collective Review 


THE GYNECOLOGY OF THE ANCIENTS* 


By A. F. Lasn, M.S., M.D., Inn. 
(From the Department of Obstetrics and Gyncecology, University of Tinois) 


AN PRESENT our knowledge of prehistorie time is limited to a few 
statues and bas-reliefs. These crude figures indicate that the 
anatomy of the external genitalia was known. Also the pregnant and 
the nursing mother is depicted. A double monster in bronze has been 
deseribed. Only seant information of the medicine of Babylon and 
Assyria, the oldest countries of culture, has been handed down to us. 
It is entirely mythology, as the various gods and demons explained 
disease and its treatment. 

Our knowledge of ancient gynecology begins with the oldest med- 
ical work, the Papyrus Ebers 1550 B.c., which deals with Egyptian 
medicine. Although it is not certain whether the priests were the 
actual practitioners or not, it is, however, certain, that the healing was 
chiefly performed in and around the temples either by the priest- 
physicians or physicians under the patronage of the official of the 
temple. As they combined prayers with medical treatment in sick- 
ness, they ascribed as much importance to the prayers as they did to 
their medical directions. 

The Sacred or Hermetic books formed a kind of eneyelopedia con- 
sisting of forty-two parts; the last six books covered the subject of 
medicine. Thoth, the god of wisdom, was looked upon as the author. 
The books formed the basis for instruction. As long as the physicians 
followed them implicitly, no blame was incurred even though the pa- 
tient died. According to Herodotus, the idea of specialism originated 
in Egypt. He says: ‘‘The Art of Medicine is thus divided among 
them; each physician applies himself to one disease only, and not 
more. Some physicians are for the eyes, others for the head, others 
for the teeth, others for parts about the belly, and others for internal 
disorders. ”’ 

The Papyrus Ebers, which is considered a kind of medical com- 
pendium contains the following references to gynecology. Prolapse 

*Special acknowledgement is made of the free use of the material in MeKay’s 


History of Ancient Gynecology, in the preparation of this summary of the Gynecology 
of the Ancients. 
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of the uterus is mentioned and remedies are given to ‘‘enable the 
uterus of a woman to return to its proper region.’’ One of the pre- 
scriptions is prepared with honey and _ petroleum which is to be 
smeared on the finger of the patient. The uterus is then to be pressed 
upon and returned to its place. The fumes of wax and hot charcoal 
are also recommended to be allowed to penetrate the uterine cavity of 
the prolapsed womb. Prescriptions are given to enable a woman to 
give birth to a child and to induce an abortion as follows: ‘The 
dried liver of a swallow is taken and rubbed up with some sour milk; 
this is then to be placed on the breast, belly, and joints.’’ Peppermint 
water was used for vaginal injections. Palm fruits and eypress 
blended with oil was looked upon as an astringent remedy and used 
to cool the vulva or uterus and to disperse inflammation from these parts. 

An analysis of the passages shows that even thus early some atten- 
tion was paid to the diseases peculiar to women. Examination of the 
vagina and cervix was made as indicated by the above passages. 
They evidently made a distinction between the uterus, the vagina, and 
the external genitals, for three distinct words are used in the Papyrus. 
Thus, the term met-ret is used for uterus, sed for vagina and at for 
vulva, although the latter is rather general and ean be taken in a broad 
sense to mean any of the others. The uterine canal was recognized, 
for fumigation is recommended first in case of prolapse, and another 
remedy given to be introduced into the uterus. 

Their therapeutic measures were quite extensive. Vaginal and ree- 
tal injections with medicated fluids were much practiced and in the 
Papyrus Brugsch, there are twenty-eight medical recipes for enemas. 
As to the origin of the enema there is a fable handed down by Diodorus 
Siculus and Pliny, that the ibis enema gave the first idea of such a 
procedure. For it was generally supposed that the bird used its bill 
as a cannula for injecting water into its bowels. 

The suppository, composed of drugs rolled into a bolus and intro- 
duced into the vagina is mentioned. The pessary is considered fre- 
quently. It is made by impregnating a piece of lint with various 
drugs, then rolling it into a rod-shaped body so as to apply it to the 
part to be treated. It may be here noted that the pessary had nothing 
in common with the mechanical pessary of today, except that it helped 
to support the womb in cases of prolapse. 

Infections such as gonorrhea were evidently present because it is 
an assured fact that prostitution existed. The infectious nature of 
the disease is alluded to in the following passage from Leviticus 15:2: 
‘“‘When any man hath a running issue out of his flesh, because of his 
issue he is unelean.’’ Therefore, if gonorrhea existed, all the usual 


foci were involved, that is the Bartholinian glands, urethra, cervix, 
and fallopian tubes. These diseases were treated and although the 
Egyptian women would not have the priest-physicians because of a 
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false modesty, the prostitutes probably furnished sufficient clinical 
material as they naturally would desire to be eured of their ailment. 

The ancient history of the Hindus is divided into three epochs—the 
period of freedom from 1200 to 1000 p.c. when the Aryan race had 
recently settled in India, the second, an age of conquest from 1000 to 
800 B.c. and the third, one of servitude or Brahmanam period, from 
800 to 600 B.c. when there was a gradual advancement of the priestly 
class. It was during the third period Brahma produced the four 
sacred books, the Vedas, and later the second class of sacred books 
called the Upavedas. One of the Upavedas is ealled the Ayurveda, 
which contains the medical writings of highest antiquity and impor- 
tance among the THlindus. The oldest of these is the Charaka Ayur- 
veda, in which is a chapter devoted to the diseases of the generative 
organs. The Susruta Ayurveda is a still later work. 

The dissection of bodies was not prohibited, but it was not very 
pleasant. The body was placed in a stream for some days, until it 
became putrid and then the skin was removed by a brush, and the 
different parts of the body were examined. One passage on the 
anatomy of the uterus is of interest, as it apparently refers to the 
fallopian tubes: ‘‘The menses have two canals, the roots of which are 
the uterus, and the dhamanee vessels, which convey the menses. When 
they are wounded, barrenness is caused, and the menses cease.”’ 

As to the instruments, there were one hundred and twenty-five 
enumerated. Among these were twenty-four forms of foreeps or 
pincers, twenty varieties of tubular instruments like catheters, thirty 
sorts of bougies, three-sided needles, and a rectal speculum. The 
actual cautery as well as enemata, suppositories, and pessaries are 
mentioned. 

The information regarding the diseases of women in these works 
is not very full. Twenty-four diseases of the female generative organs 
are given with terms descriptive of each, such as, Udaberta, when the 
menses are discharged with great pain and are frothy. The treatment 
of these diseases varied according to the humor diseased. Thus when 
the air was diseased warm fomentations, such as steam baths and 
poultices were applied. A piece of cloth soaked in oil was to be kept 
in the vagina. If an odor arose a decoction of astringent barks was 
to be used. The treatment of menorrhagia resembled that of hemor- 
rhage, that is, the application of cold and astringent medicines, avoid- 
ing venery, and living on cooling and simple food. If there was a 
stone in the female bladder it was removed by operation. If supra- 
pubic operation was undertaken it was always performed by the hus- 
band of the woman, as it was considered dangerous. Abdominal op- 
eration was described as well as the use of the trocar in ascites. 

Metal catheters were used for urethral injections. The bladders of 
pigs and buffaloes were used for injecting fluids into the bowel, 


wee 
| 
| 
| 
~ 
an 
A 


REVIEWS AND ABSTRACTS 265 


yagina, and bladder. The injection pipe was made of gold, silver, 
copper, iron, hard wood, or ivory. Nutrient enemata of animal and 
vegetable broths were often used. 

Although the information regarding the disorders of the female 
generative organs was incomplete, there was considerable progress in 
surgery. The Hindu instruments were numerous, and included the 
three-sided surgical needle. Their knowledge of anatomy was super- 
ficial, yet they did not shrink from performing abdominal sections. 
The actual diseases mentioned under the heading of Gynecology were 
chiefly the disorders of menstruation; and the treatment of them by 
rest, fomentations, and vaginal injections, was excellent. In econeclud- 
ing this period and to truly express the progress made, one need but 
quote Wise who has given us the knowledge of these ancient works. 
He says, ‘‘Considering these various circumstances and points of re- 
semblance, it is impossible to divest one’s self of the conviction that 
there were once communities in Hindustan possessing eminent scholars, 
who cultivated literature and science, by which the Egyptian and 
Grecian philosophers profited. Such an early state of civilization in 
India reached back at least a thousand years before Christ, and the 
study of medicine was pursued with success centuries before it could 
have been so advanced in character and so permanent in its influence 
as Alexander the Great formed it in the fourth century B.c. It is to 
the Hindus we owe the first system of medicine.’’ 

As to the origin of Grecian medicine, there has been much specula- 
tion and there are two theories. The first is that it developed from 
the knowledge introduced from India and Egypt. The other view is 
that although a small amount of knowledge may have been derived 
from outside sources, yet medicine and philosophy were practically 
offsprings of the Grecian mind. The oldest documents on Grecian 
medicine are classed under the general title ‘‘The Works of Hippoe- 
rates,’ although it has been found with more careful study that 
many other medical works must have existed previous to 430 B.c., 
the period in which Hippoerates lived and flourished. This added 
knowledge came from a few fragments or quotations, preserved in 
later works. The early works were destroyed with the Alexandrian 
library by the Caliph Omar (642 a.p.). 

Four books of the Hippoeratie collection were devoted to the diseases 
of women. While Hippocrates was the first writer among the Greeks 
to deal with Gynecology, the passages in his genuine works are few 
and of little importanee. He traveled extensively as a consultant and, 
therefore, he was prevented from giving much time to obstetries and 
gynecology. He was acquainted, however, with the shape of the 
uterus and imagined that it acted in such a way as to suck and draw 
juices from various parts of the body. He says that the drinking of 
unwholesome water will cause dropsy of the uterus. He probably 
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referred to hydatidiform degeneration of the ovum. He also remarks 
that caleuli do not form so readily in women, for in them the urethra 
is short and wide, so that the urine is easily expelled. 

Ile mentions the use of pessaries and suppositories in puerperal 
fever and describes a case of miscarriage followed by death on the 
seventh day. Some of his other passages are: hemoptysis in a woman 
is removed by an eruption of the menses; if erysipelas of the womb 
seizes a woman with child, it will probably prove fatal; if vou wish 
to stop the menses in a woman apply as large a cupping instrument as 
possible to the breasts. When women are with child, the mouth of 
the womb is closed. In the Oath this sentence is present, ‘‘I will not 
give to any woman a pessary to produce abortion.’’ For a man of 
such extensive medical knowledge, Hippocrates gave us very little 
gynecology. 

The Hippocratic works which are not considered genuine also econ- 
tained gynecology. The anatomy of the female genital organs was 
not mentioned by Hippocrates or any author of this period, although 
he had some idea of the length of the uterus, for in giving instructions 
for dilating the cervix he directs that the dilators are to be intro- 
duced for a distance of four fingers’ breadth, which would be 2.8 inches. 

It is not clear whether the true position of the fundus was known. 
The chapters on displacement of the uterus would lead one to believe 
that the position of the fundus was often guessed at from the position 
of the cervix and often gave rise to absurd notions such as the uterus 
being displaced up to the liver and to the heart, because of ignorance 
of the bimanual method of examination. It is certain, however, that 
at a later period Heropilus dissected the human uterus. 

As to physical examination, inspection and palpation of the abdo- 
men and the organs of generation were practiced to some extent. 
Thus, in speaking of retention of the menstrual fluid, pain and pulsa- 
tion of the hypogastric region are mentioned. Vaginal examinations 
were made by the medical man and the midwife as follows: ‘‘ After 
the fumigation and the bath, the midwife introduces her finger and 
straightens and corrects the orifice of the uterus.’’ Neither bimanual 
nor rectal examination is mentioned. There were several positions 
for the patient to assume during freatment. In some cases she lay on 
her back, with her feet elevated and her thighs separated. In other 
cases she lay on her side, or the foot of the bed was raised. In pro- 
lapse of the uterus, the body of the patient was attached to a frame- 
work, by which means she was inverted, and suecussion was practiced. 

In the long list of therapeutic agents employed, the vaginal speeu- 
lum is not mentioned, but it may be presumed it was in use since 
Hippocrates mentions that the ulcerated parts of the reetum were 
examined by a speculum. Sounds were made of lead and were used 
for opening the mouth of the womb previous to fumigation and also 
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were used to straighten or rectify the deviating uterus. Uterine dilators 
were made of pine wood, lead or tin. The finger is also referred to as 
a dilator. After dilating the cervix, a hollow leaden pipe was used 
to keep up the dilatation. 

Uterine catheters were used for washing out the uterine cavity and 
were made of silver. The extremity of this injection pipe was solid 
and polished like a sound while the rest of it was hollow. There was 
a perforation in the side near the small tip of the catheter and there 
were other perforations at equal distances on each side of the catheter 
throughout its length. These holes were not large but narrow. After 
a bladder of a sow had been well scraped it was attached to the pipe. 
The milk of a mare was used for injections. Infusions were also used 
in treating the uterus and differed from the injections in their consist- 
ence. They were poured into the vagina, the patient being in a posi- 
tion that prevented the escape of the fluid from the vagina for some 
time and by this means some of the fluid would enter the uterus. 

Vaginal irrigation was used largely in all vaginal and uterine dis- 
eases. Sitz-baths were mentioned and consisted of a decoction of 
roses, or briars, of myrtle or of olive tree or sage. Rectal injections 
are also mentioned. 

Fumigations were very extensively used in every ‘class of vaginal 
and uterine disease. One of the notions of the ancients was that the 
uterus was attracted by fragrant odors and repelled by disagreeable 
ones. The technic of fumigation is well deseribed by the following 
extract: ‘‘Take a vessel that holds about four gallons and fit a lid 
into it so that no vapor ean eseape from it; next pierce a hole in the 
lid, and into this aperture force a reed about a cubit (about eighteen 
inches) in length, in such a way that the vapor in the vessel cannot 
escape along the reed. The cover is then fixed on the vessel with clay. 
Then dig a hole about two feet deep and sufficiently large to receive 
the vessel, and burn wood until the sides of the hole become very hot. 
After this the next step is to remove the wood and the larger pieces 
of chareoal which have the most flame, but we should leave the ashes 
and cinders. When the vessel is placed in position and heated, and 
the vapor begins to issue out, if it is found to be too hot we should 
wait a time: if, however, it be of the proper temperature, the reed 
should be introduced into the uterine orifice, and the uterine fumiga- 
tion be made. We should be careful to keep the patient covered, lest 
she take a chill.’’ 


‘‘Before the heating of the vessel is begun, the materials to be used 
for the fumigation are placed in the vessels with some water. During 
the fumigation the patient if she can reach her os, should examine it 
to notice its econdition.’’ The fumigation was supposed to fill the 
uterus with vapor to open its orifice and sometimes even to rectify its 
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position. It was an important treatment and in their eyes as important 
as the antiseptic douche is to some of us nowadays. 


Fomentations and eataplasms of honey and linseed meal were em- 
ployed in treating pain in the lower abdomen. Also anointing por- 
tions of the body with grease in case of pain and in treating uterine 
affections, was practiced. Cautery is referred to in the operation for 
opening of a pelvic abscess above the pubes. 

Bleeding is mentioned by Hippocrates in a case where labor was to 
be accelerated and in dealing with sterility. 

Cupping is deseribed as being used after the reduction of a pro- 
lapsed uterus, the cup being applied to the womb. 

Pessaries and tampons were very commonly employed. They were 
prepared by rolling a piece of lint or wool into an oblong shaped body, 
and then applying the medical substances to the surface of the lint. 
To the pessary a string was attached so that it might more easily be 
abstracted. They were used to reduce inflammation in and around the 
womb and for softening the cervix. An example of an ‘‘emollient’’ 
pessary is one composed of myrrh, one part pitch wax and goose 
grease two parts. The ‘‘astringent’’ was used for restraining female 
discharges, an example of which is sumach with honey in dark wine. 
The ‘‘purgative’’ pessary was for ridding the uterus of discharges or 
the products of conception, and for producing the menstrual discharge. 
Pessaries were also in use for producing abortions and were made of 
cantharides, elaterium and colocynth. Hippocrates in his oath forbids 
the use of such. Thus, one can understand that pessaries were utilized 
quite extensively. 

Before a pessary was applied, the patient generally bathed herself 
and had a fumigation, and then bathed herself again after the pessary 
was removed. 

Suppositories were not frequently mentioned but were in use for the 
bowels. The ingredients were rolled into an oval ball, while in other 
eases wool was saturated with the ingredients. 

Tents made of linen or raw flax rolled into a narrow rod-like body, 
were introduced into the mouth of the uterus in treating a ease of in- 
duration of cervix and stenosis of the os. They varied in diameter 
and were four finger breadths long (2.8 inches). They were to be 
rubbed with goose grease and applied after an aromatie fumigation 
in order that they might slowly dilate the cervix. 

The mechanical pessary was represented by a pomegranate split 
into two halves, one half being introduced into the vagina in ease of 
prolapse of the uterus. 

In describing the clinical course of hematometra and pyometra, Hip- 
pocrates was very accurate. He even cautions against the opening of 
the distended uterus from above. 
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Pelvie peritonitis, apart from general peritonitis, is not mentioned 
by him, nor are diseases of the ovary and fallopian tubes referred to. 
His knowledge of the uterus and its abnormalities, however, was quite 
extensive. For stenosis and rigidity of the cervix, he prescribes fumi- 
gations in order to prepare the cervix for dilatation which was accom- 
plished by very greasy pine wood of graduated sizes. In addition to 
pine rods leaden pipes and sounds of tin and lead are also mentioned. 

Under the heading of metritis, puerperal endometritis is described 
completely. It is noted that the same conditions may result after 
abortion or after a full-term delivery, especially, if the membranes re- 
main after labor. The condition is described as follows: ‘‘If the 
womb becomes ulcerated, both blood and pus are discharged, there is 
a strong odor, acute pains in the loins, groin and lower part of the 
abdomen. The pains gradually ascend from the flanks to the sides 
and the shoulder blades and sometimes they reach to the clavicular 
regions, and there is intense headache and delirium. After a time the 
woman swells and grows weak, faints and is feverish and chilly. Her 
legs especially become swollen. The disease occurs after an accouche- 
ment in which a woman aborts and the fetus is found to be putrid, 
and the lochia do not appear and the uterus is very hot to the touch; 
it also may occur after discharges which are acrid, bilious and corro- 
sive.’’ In treating the patient with hot baths and hot fomentations to 
the painful parts, he also remarks that vaginal examinations aggravate 
the disease. Also if the woman is strong, uterine injections are made. 


Displacements of the uterus are described and the symptoms result- 
ing from them. No directions are given, however, as to how these vari- 
ous displacements are to be diagnosed. As displacements of the uterus 
to the liver and heart are described some of them must have been 
imaginary ; especially when there is no evidence that bimanual exam- 
ination was practiced by Hippocrates. Their ideas of the position 
may have been based upon the position of the cervix or by means of 
sounds and dilators. Prolapse of the uterus was recognized and was 
treated by fetid fumigations. The ancients thought that the uterus 
was like an animal, and that fetid odors repelled it. In complete 
prolapse, fumigations and raising of the foot of the bed are recom- 
mended. 

Leucorrhea is described as the flowing away of the seed of the 
woman. Also it is described as a flux similar to the urine of the ass, 
and is attributed to the diseased state of the humors of the body. 
The treatment recommended is that the patient drink enormous quan- 
tities of milk every day. 


Metrorrhagia is dealt with and is noted to occur after abortion but 
no mention is made of any treatment resembling curettage. Hemato- 
pyo-, and hydrometra are described. 
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From the time of the death of Hippocrates (357 B.c.) Greece began 
to decline in prosperity. Over fifty years elapsed before the Alexan- 
drian school was established and although during that time medica] 
and surgical works were written, little of these works is known to us. 
The conquests of Alexander are of interest in medical history in that 
his empire extended towards India. Thus, there came about an inter- 
change of ideas between the Hindu and Greek medical men. As the 
work of no author has been handed down to us, we have no accurate 
idea of the knowledge of the times. Galen, however, refers to 
Herophilus, the celebrated anatomist, who wrote a textbook on ‘‘ Mid- 
wifery’’ and was probably also a gynecologist. 

The schools of Alexandria continued to flourish and represented 
Greek science and medicine for hundreds of years. At the same time 
the Roman Empire was gradually approaching maturity. The Rom- 
ans were entirely occupied with warlike pursuits and only little to 
the creation of a literature or the study of science. About the second 
century before the Christian era, medicine began to develop in Rome, 
having been introduced by Greek physicians. After the victories of 
Pompey, Caesar and Augustus, Rome settled down to a period of 
peace, luxury and vice. Therefore, venereal diseases must have run 
rampant, although this has not been proved. The Roman law com- 
pelled prostitutes to dye their hair blue or yellow. It would appear 
that yellow hair has a fascination even at the present day for many 
of the delicate. Even emperors’ wives frequented brothels. Aggrip- 
pina and Messalina were such examples. They had eczema of the 
vagina. 

Although a great state of depravity entered, yet no author has 
left us a description of gonorrhea as to enable us to say that that dis- 
ease existed in those days. Although it is uncertain whether gonor- 
rhea existed we do know female diseases were common and gynecol- 
ogy was one of the specialties that existed in Rome. 

The encyclopedists in the opening years of the Christian era col- 
lected and recorded what was known in literature and science. Celsus 
(53 B.c. to 7 A.p.) lived in the reign of Augustus, and though it is not 
certain whether he was a physician or studied medicine merely as a 
branch of general science, he left his work De Medicina in which 
are a few chapters and references to gynecology. 

He describes the external genitalia and gives many prescriptions for 
pessaries (tampons) to produce the periods, to prevent inflammation 
of the uterus, to cause the expulsion of a dead fetus, one for hysteria 
due to uterine disease, and one for sterility. Digital dilatation of the 
uterus is referred to in describing an obstetric operation. The author 
remarks that, after the stomach, the uterus is the organ that is most 
frequently affected by disease, and that women affected with uterine 
disease sometimes lost their reason or fell as though suffering from 
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epilepsy. Cold applications above the pubes are advised. If uleera- 
tion of the womb is present, it is to be treated by local applications of 
caustic or cautery, and if there be pain in the uterine region, fumiga- 
tions of sulphur are advised. Prolapse of the uterus was treated by 
astringent washes, and then held in place by a medicated pessary and 
binding the legs together. 

Atresia of the vagina is discussed at length; Celsus differentiated 
between congenital and acquired atresias. If it were congenital a 
membrane would be found closing the mouth of the vagina; if due to 
uleeration, then the part was filled with a fleshy substance. Only 
crosswise incisions were necessary to divide a congenital membrane, 
being careful to avoid the urethra, while a vertical incision with exei- 
sion of small strips of tissue was used for a case due to ulceration. 
The wound was dressed with greasy wool moistened with vinegar. 
When healing began, a leaden pipe, smeared with substances likely 
to cause a cicatrix and to prevent adhesion, was introduced, and vari- 
ous drugs injected through the pipe for the same purpose. 

Pliny (A.p. 23 to A.v. 79) was the next of the encyclopedists and was 
the celebrated author of the Historia Naturalis. We was not a physi- 
cian, but in giving an account of the properties and uses of plants 
and mineral and animal products, he also dealt with their medicinal 
virtues, thereby leaving an extensive work on Materia Medica. He 
referred to various herbs for use in the treatment of female com- 
plaints such as plants that were supposed to promote the menstrual 
discharge as elaterium, cabbage and others and plants that arrested 
hemorrhage from the uterus. 

Pliny describes the practice of persons who had recovered from a 
disease, to describe in the temples of that god the remedies to which 
they owed their restoration to health, so that others might derive 
benefit therefrom in similar circumstance. These tablets were sus- 
pended on the walls and accompanying them there were frequently 
suspended casts of the part moulded in terra cotta, or small models 
of gold or silver. Uteri, ovaries and reproductions of the vulva have 
been found with the other organs. Uteri were gifts to the god to 
insure an easy labor or as a thanksgiving after safe delivery or after 
recovery from difficult labor or disease. 

Small cakes in the form of the male and female organs of generation 
were sold by the bakers’ girls for sacrifice to Venus and Priapus. 

Rufus Ephesius, who lived during the reign of Trajan (98-117 A.p.), 
left some references to gynecology. He mentions ecaleulus in the fe- 
male bladder, as did Pliny, and gives a catalogue of terms applied to 
the various parts of the female genital organs. He must be accorded 
the honor of having given the first description of the fallopian tubes. 

Pedanius Dioscorides (first century A.p.) need only be mentioned 
for his own work on the Materia Mediea in which are drugs for the 
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diseases of women. He stated at the beginning of each chapter the 
disease for which the drugs in the chapter were used. 

The work of Soranus on the diseases of women is the next in chron- 
ologic order as the author practiced in Rome from 98-138 a.v. There 
are sixty-six chapters, of which forty-six make up the first part of 
the work and are chiefly obstetric. This part deals with the duties 
of midwives, the care of a natural labor and miscarriages, and with 
the care of the infant. The second part, the remainder, contains 
several chapters of gynecology. He deals with dystocia in such a 
manner as to show that the obstetric art had been brought to great 
perfection in those ages. His manner of study of various subjects is 
very methodical so that he stands superior to his predecessors. He 
was an able, original and judicious thinker and a specialist in gyne- 
cology. In describing a disease he sometimes gave a historical intro- 
duction concerning the views of his predecessors, the causes of the 
trouble, the prominent symptoms, and then discussed the various 
causes of the affection. Therefore, his work is justly considered one 
of the three most important gynecologic treatises written previous to 
the present century, the other two being the Pseudo-Hippocratie 
Treatise and the work of Aetius. 

In the introductory chapter Soranus deals with the special qual- 
ities that a midwife should possess and, among other points, lays it 
down as a rule that her nails should be trimmed and rounded so that 
they will not wound the organs. He wisely remarks that she should 
be discreet, inasmuch as she is often trusted with family secrets. 

Although he explains the structure of the female genital organs, he 
considers the knowledge of anatomy of little importance. His deserip- 
tion is fairly accurate and is given below. 

The uterus is given the Greek name for mother, for it is mother of 
the fetuses born from it, or because it makes those having it mothers. 
It lies in the space between the acetabula, between the bladder and 
the rectum, resting upon the latter, but beneath the bladder either in 
whole or in part, according to change in its size. For in infants, it 
is smaller than the bladder, and hence comes to be entirely under it; 
but in virgins at puberty it reaches the same height as the bladder. 
In those more adanced in age and in married persons, especially mul- 
tiparae, it is even larger, so that it extends to where the colon stops. 
It is still larger in pregnaney, as anyone can see—the peritoneum and 
hypogastrium being pushed forward according to the development of 
the fetus with its membranes and fluids. After delivery it becomes 
contracted but retains a larger size than before pregnancy. Under 
these circumstances, accordingly, it is larger than the bladder and 
does not lie right under it; for in front the neck of the bladder pro- 
jects beyond, ending in the urethra and being stretched alongside of 
the whole vagina, but it falls short of the uterus above. Behind, the 


| 
| 
A 
pe 
Ai. 


REVIEWS AND ABSTRACTS 273 


fundus of the uterus lies higher than the fundus of the bladder, being 
under the umbilicus so that the cavity of the bladder lies upon the 
neck of the uterus, and its fundus upon the cavity of the latter. 

As to the ligaments, he says that the uterus is connected by thin 
membranes above with the bladder, below with the rectum, to the 
sides and behind with the parts springing from the ilia and sacrum. 
When these membranes are shortened by inflammation, it is dragged 
on and lies to the side; when they are weakened and relaxed, it falls 
down, not because it is an animal as some have thought, but having 
as it were a sensitiveness, being contracted by astringents and relaxed 
by emollients. The shape of the uterus is not convoluted as in the 
brutes, but more like a cupping glass. For, beginning from the 
rounded and broad end at the fundus, it contracts sensibly to the nar- 
row mouth. The size of the os uteri varies and is in most persons 
normally as large as the outer end of the auditory canal. It opens at 
certain times, as in the orgasm of a coitus to receive the semen, 
during menstruation that the blood may escape, and in pregnancy 
according to the growth of the embryo, and in labor to the greatest 
extent until it will admit the full-sized head. In texture it is soft 
and fleshy in virgins, like the sponginess of the lungs or the smooth- 
ness of the sponge; but in those who have borne it becomes more eal- 
lous, like the head of a polypus or like the end of a bronchus, becom- 
ing hard through the passage of discharges and by parturition. 

The structure of the whole uterus is chiefly fibrous, not composed 
of fibers alone, but also of veins, arteries, and flesh. The ovaries grow 
out from the side near the isthmus about opposite to the middle of the 
uterus. They are not firm but they are glandular, and are covered 
with membranes. In shape they are, unlike the male organs, long 
and somewhat flat, and are round and broad at their base. The 
spermatic vessel from the uterus is carried out of each ovary, and, 
being placed along the sides of the uterus as far as the bladder, enters 
into the neck of the latter. Hence it appears that the seed of the 
female, inasmuch as it is poured out, does not play a part in the pro- 
duction of life. 

The whole uterus is made up of two coats, which differ in their 
arrangement like parchment. The outer is more fibrous and smooth, 
and firm and white; the inner is more fleshy and villous, soft and red, 
intertwined throughout with vessels, which are most numerous and 
noteworthy over the broadest part of the body, where the seed be- 
comes adherent, and from which the menstrual discharge takes place. 
‘“‘Diocles says that there are cotyledons in the cavity of the uterus, 
which are nipple-like growths broad at the base and narrowing to the 
top; that they lie on both sides, being devised by nature for the sake 
of teaching the embryo to practice beforehand how to draw at the 
nipples of the breast. But they make anatomy speak falsely, for the 
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cotyledons are not found, and what they say about them is contrary 
to Nature, as has been proved in treatises on generation.’’ ; 

He knew that the uterus was not essential to life for he says that 
not only does it fall down, but in some it may be cut away without 
causing death, as Themisa has recorded, and also it is said that in 
Galatia pigs fatten after the uterus is cut out. Nevertheless it af. 
fects sympathetically the stomach and membranes. It has, moreover, 
a certain sympathetic relation to the mammae. At puberty when it 
grows larger the breasts also swell out simultaneously; and although 
it brings the seed to perfection, yet the mammae prepare milk for 
the nourishment of the offspring when born, and when the menses 
flow freely the milk dries up, while as long as the milk comes freely, 
the discharge does not appear; so also in those past their prime, when 
the uterus grows smaller the mammae likewise somehow waste away. 
When in the pregnant we see the breasts fall away and contract. we 
anticipate that there will be a miscarriage. 

His gross description of the vagina is as given today. His idea of 
the virgin vagina is different, however; he says that in virgins the 
vagina is closed and narrow, being furnished with folds held to- 
gether by vessels taking their rise from the uterus; these cause pain 
in the first sexual intercourse, when the folds are opened out, for 
they are broken and discharge the blood usually seen. Ile thought 
there was no hymen because he did not find it on dissection. 

His idea of the external genitalia is quite correct. The mons veneris 
was called ‘‘nymphe’’ through its being covered as brides are veiled. 

Soranus mentions inspection, palpation and pereussion. In discuss- 
ing a septicemia after labor, he says that when the belly is pereussed 
it is found to be tympanitic. In diagnosing a fibromyoma from 
dropsy, it is pointed out that in the case of the former the tumor does 
not yield to the pressure of the hand nor is there a depression formed 
as in eases of dropsy, while the tumor is further distinguished from 
tympanitis by the absence of the tympanitie sound on _ pereussion, 
and from dropsy by the absence of a wave of fluctuation on palpation. 

Vaginal examination is spoken of in the conduct of labor by mid- 
wives and in ascertaining deviations of the uterus. Women were 
accustomed to examine themselves and the following contraceptive 
advice is given: To prevent conception, the woman before coitus 
should smear her cervix with rancid oil or with honey or with a decoe- 
tion of cedar oil, or she should push into the os a thin strip of lint, or 
introduce into the vagina an astringent pessary. 

Rectal examination was utilized to differentiate inflammation of 
the rectum from periuterine inflammation. 

Soranus alludes to the suspension of the patient’s head downwards 
in case of prolapse of the uterus, but is not in favor of it. Other 
positions of the patient that he mentions are raising the foot of the 
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bed and the patient’s legs to be crossed, while in some forms of 
dystocia he places the patient on her knees. 

The therapeutic agents and instruments used in examinations and 
operations were many in number. The speculum was used to deter- 
mine the bleeding point in cases of hemorrhage from the vulva. In 
plugging the os in case of hemorrhage a sound was to be used. Uter- 
ine dilatation was spoken of but the method of dilating by means of 
sounds was not mentioned. The finger was used as a dilator. 

Catheters for drawing off urine, pipes for fumigating the uterus 
and a cannula for irrigating the uterine cavity, are all referred to by 
the author. In dystocia, if there be a stone in the bladder, it should 
be pushed up towards the fundus of the bladder by a catheter. 

Sitz-baths, vapor baths, and baths of oil are frequently mentioned 
as methods of treatment. 

Although he describes fumigations as practiced in his day, he points 
out that this treatment may result in the vagina being severely burnt. 

Fomentations were applied by means of flax wool or sponges; the 
latter after being dipped in hot water or oil were squeezed, and on 
being applied were covered by cloths. Dry heat was applied by means 
of oval-shaped vessels filled with hot water, or by means of bladders 
filled with hot oil. The eataplasms were made of linseed or of warm 
flour in small bags. 

Bleeding, cupping and leeches are frequently mentioned. 

Massage of the uterus is advised if menstruation is absent after an 
illness, for the friction is to strengthen this organ. He states that the 
massage is to be performed by one specially trained in rubbing. 

He only gives few recipes for pessaries and suppositories. 

Vaginal plugs made of wool were used to retain the prolapsed 
uterus, and also to prevent conception. Uterine plugs made of soft 
linen soaked in an astringent liquid and inserted by means of a sound 
into the uterine orifice were utilized to check uterine hemorrhage. 

The mechanical pessary was in the form of a pomegranate that had 
been peeled and soaked in vinegar and introduced into the vagina for 
preventing prolapse of the uterus. This was already described in 
the pseudo-Hippoeratie work. 

In considering the diseases of the ovaries he mentions the herniation 
of the ovary into a hernial sae. 

Under affections of the uterus, Soranus discusses stenosis and rigid- 
ity of the uterus, giving as causes callosities, scirrhus or inflamma- 
tion, ulceration and long widowhood. It was recognized as a cause 
of dystocia, as it resisted dilatation. In treating these conditions, he 
pointed out that any membrane or earuncles about the os which are 
causing stenosis must be removed, while the eallosities and scirrhus 
must be attacked by an emollient. An erosion which succeeds an 
ulceration is given as a eause of uterine hemorrhage. Condylomata 
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and fissures of the mouth of the womb are mentioned by him but not 
deseribed. He says that a rugose condition of the mouth of the womb 
is often found in those patients who have suffered from inflammation 
above the cervix. 

In his chapter on metritis, perimetritis and salpingitis, Soranus 
gives an excellent description of acute metritis. The causes of inflam- 
mation of the uterus are attributed to chills, fatigue, abortion, and to 
labors that have been improperly attended. Sometimes there is a 
general inflammation of the whole uterus; at other times it is the 
mouth, the cervix, the fundus, the superior or inferior parts or the 
sides of the womb. 


The general symptoms are given as follows: ‘‘fever, pain in the 
affected region, pulsation of the vessels, hypogastric swelling, heat 
and dryness of the pudendum, and tension in the gluteal region, heavi- 
ness about the loins, flanks, and lower part of the abdomen, and of 
the groins and thigh; a feeling of cold, sharp, wandering pains, and 
torpor of the feet and coldness of the knees, with a sweating of the 
whole surface of the body. The pulse is small and very rapid, whilst 
the stomach is affected sympathetically, and the patient’s spirits are 
depressed and she becomes faint. There may be a headache and pain 
in the eyes, while the sufferer passes little urine and feces. Should 
the inflammation become very intense, then the temperature rises 
still higher and the hypogastric swelling may increase; then follow 
delirium, chattering of the teeth and convulsive movements.’’ 


The local symptoms are these: if the mouth of the womb is only 
partially inflamed, it closes with pain but it is inclined towards the 
anus and the tension about the groins and pelvie region is markedly 
increased. The part also seems to project out, and to be inelined to 
the side opposite the side on which the lesion is. 


“Tf the whole neck of the uterus be inflamed the pains become very 
severe and a swelling forms behind the mouth of the womb. When 
the right side is inflamed the leg on that side becomes affected, and 
the groin swells; when the left side is affected the opposite side is 
the seat of pain, but as the lowest portion of the inflamed parts rests 
on the first part of the rectum, the passage of the feces is diffieult and 
they are retained; also, there will be a desire on the patient’s part to 
go to stool, but any movement will be attended with pain in the 
region of the lesion.’’ In this manner Soranus describes very care- 
fully the symptoms resulting from involvement of different portions 
of the uterus as he interpreted the symptoms and findings. He then 
differentiates between inflammation in the hypogastric region of the 
abdomen accompanied by swelling, a local peritonitis unaccompanied 
by swelling, and inflammation of the whole uterus. His treatment is 
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the same as for retention of the menses; that is, hot baths, hot drinks, 
ecounter-irritation, cupping, leeches, sitz-baths, fomentations, injections 
of hot oil and pessaries. 

In regard to chronic metritis, he describes this condition under de- 
bilitated or atonie uterus. The periods are very profuse, irregular, 
and often occur three or four times in a month. Abortions or pre- 
mature births are frequent in these patients. At the menstrual period 
there is pain in the lower part of the belly, and in the loins and thighs. 
The treatment advocated is a general tonic, one with uterine injections 
and the patient is advised to take exercise. 

In one of the following chapters Soranus deals with an aceumula- 
tion of gas in the uterus. He evidently refers to cases of putrid infee- 
tion and septicemia following a parturition. He says that it occurs 
after a labor where the patient gets a chill, which causes the mouth of 
the uterus to become closed, a clot being by these means formed. The 
various symptoms described point to peritonitis and the treatment 
given consisted of injections, cataplasms, wet and dry cupping, sitz- 
baths, leeches, purgatives and uterine injections by means of a ean- 
nula. He further states that if a blood clot appears to be the cause of 
the gaseous accumulation the patient should have a sitz-bath, and 
immediately after the bath the midwife should introduce a well oiled 
finger to loosen the clot. 


Displacements of the uterus are well described, although bimanual 
examination is not mentioned, vaginal examination is. The mechan- 
ical pessary is not mentioned. 


His description of the mole applies to ours of a fibroid tumor of the 
womb. This will be considered in more detail in Oribasius’ description. 

In discussing the causes of prolapse of the uterus, Soranus gives the 
views of different men. A blow may rupture or relax the membranes 
and museles which support the uterus. Some thought that the mouth 
of the womb will prolapse. Inflammation of the mouth of the womb 
can resemble a species of prolapse. Others thought that prolapse is 
produced through inversion, some maintaining that the external coat, 
others that the internal coat, prolapses. 


Considering the treatment, he did not approve of the treatment 
adopted by Euryphon of suspending the patient head downwards on 
a ladder for a day and a night, and of keeping recumbent after this 
and giving her cold ptisan tea. The reasons for his disapproval are 
that this suspension is intolerable to the patient, while the drink 
causes flatulence. Te also objected to Evenor’s method of placing 
beef in the vagina, because the putrefaction would bring on ulceration. 
Diocles replaces the womb by forcing into it air by means of a black- 
smith’s bellows. He then introduces into the vagina a pomegranate 
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that had been peeled and soaked in vinegar. Irritation of the parts 
by a bag of hair to cause contraction is mentioned, as well as fumi- 
gation. 

The treatment advised by Soranus is as follows: The bowels and 
bladder should be emptied by an enema and catheter respectively, as 
retention of feces and urine is common in these cases, because the dis. 
placed organ pressed on these parts and so narrows the outlets. After 
this preliminary treatment the patient is placed on her back, the pelvis 
is elevated, the thighs flexed and separated. The prolapsed parts are 
then well smeared with hot oil, and a plug of wool the size of the 
vaginal canal is made ready by tying a piece of thread around it, 
after which it is dipped in some medicinal substance, such as posea, or 
warm decoction of myrtle or mastich, then the whole of the prolapsed 
parts by gentle pressure are borne upwards until the uterus regains 
its normal position, and the whole of the plug is introduced into the 
vagina. Then a pad of wool soaked in astringent wine is applied to 
the vulva, and the abdomen is covered with sponges or wool soaked in 
vinegar, while bandages encircle the hypogastrium, pubes and loins, 
and the thighs are crossed one over the other. On the third day, the 
plug of wool being still retained in the vagina, the patient should be 
given a sitz-bath of warm dark astringent wine, after which she 
should again be placed on her back, the buttocks raised and the plug 
earefully removed from the vagina and replaced by another, and a 
‘ataplasm should then be placed on the hypogastric region. Three 
days later the bath is again given and the plug renewed, and the 
treatment is continued until the patient has improved. 

If the uterus remains prolapsed, and is much inflamed and painful, 
it is better to irrigate it or to apply linseed meal poultices, and after 
this preliminary treatment to proceed as directed above. In the 
obstinate cases local applications are to be persevered with, and the 
general health is to be attended to. If parts or whole of the uterus 
become black through, the womb having remained prolapsed for a 
considerable time, it should be resected partially or entirely. This pro- 
cedure is possible, because he says, that the lobe of a liver or of a 
lung which has been gangrenous, following a prolapse of these organs, 
has been resected. 

Inversion of the uterus is spoken of, and traction on the cord, is 
given as a cause. In ease of inversion of the whole periphery a 
rounded tumor is found projecting like an egg, but remaining within 
the vagina, or else protruding in front of the labia, its tint being at 
first red, then later on white. 


The passages alluding to diseases of the vagina, are those referring 
to atresia, and imperforate hymen; and directions are given to incise 
the membranes if this forms an obstacle to the escape of the men- 
strual fluid. 
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The subject of amenorrhea is discussed excellently by Soranus. He 
states that dietetic treatment should be first instituted in a ease of re- 
tention of the menses, for the reason that menstrual purgation is the 
first function of the uterus. First, he definitely established the pres- 
ence of suppression of menses by differentiating from menstruation 
accompanied by pain (dysmenorrhea) or obstruction to the menstrual 
flow. 

The conditions in which amenorrhea is present, he lists as follows: 
the youthful, the aged, the pregnant, singers and those who take much 
exercise. Also diseases of the uterus as atresia, eallosities, seirrhus, or 
inflammation may be a cause as well as general conditions as poor, 
general health, fevers, prolonged sickness. and bleeding from the 
stomach and the nose. 

Before going on to treatment he obtains a careful history as to age 
and presence of pregnaney. Then he proceeds to direct his treat- 
ment toward eliminating the cause. Thus, loeally, incision of mem- 
branes when hymen imperforate, agents to soften the relax parts when 
eallosities, fibrous masses or inflammation are present. If the result of 
general debility, then massage of the uterus should be instituted. 
When pain is also present, pressure employed at the site of pain, to 
reduce the internal heat, then fomentations, hot compresses of wool 
or flax, oval-shaped vessels filled with hot water or bladders filled with 
hot oil. Heat is thus applied by various means. Linseed poultices, 
sitz-baths, pessaries, and douches are advised. In strong patients, 
bleeding is done, while in weak ones dry cupping and needle punctures 
when the pain is severe. During convalescence, wine, exercise, general 
massage and also special massage to the uterus are of value. 

As to menorrhagia, the causes given are difficult labor, abortion, an 
uleer, an erosion and rupture of any blood vessel. He also points out 
that hemorrhage from a uterus or vagina is really dangerous because 
it cannot be arrested by digital pressure, by picking up the bleeding 
vessel with the surgical hook, by the mere compression of tampons, by 
ligatures, or by sutures. 

Leucorrhea is considered by Soranus but nothing of special inter- 
est is present. 

Although we credit Soranus for the above writings, it must be un- 
derstood he drew from other writers. 

In looking back over the progress of medical science and the growth 
of specialties, including gynecology, among the Roman people at the 
end of the first century A.D. it is observed that it was transplanted 
Greek medicine, whose influence remained for the next six centuries. 
Although specialism became common in Egypt ages before, it now 
developed afresh, because the Roman doctors found that they were 
unable and perhaps unwilling to acquire a full knowledge of every 
branch of medicine and so they sought to cloak their ignorance by 
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pretending to a knowledge of an individual subject. This could only 
lead to errors and it soon brought medicine into deserved contempt, 
While gynecology was practiced by physicians, midwives also attended 
to the simpler diseases peculiar to women. 

From the surgeons of the Alexandrian schools came the first real 
impulse to operative surgery, for they had every opportunity of study. 
ing anatomy and became familiar with the positions of the organs of 
the body from viviseection. When the ligature was introduced to eon. 
trol hemorrhage from severed vessels during an operation, the first 
real advance in surgery was made. Celsus is one of the first writers 
to allude to the ligature, but he does not mention the material of 
which it was composed. Later Heliodorus and Galen describe torsion 
of the small vessels, after having seized them with a hook. The aeme 
of the fame of the ligature was reached when Antyllus (350 A.D.) em. 
ployed it in his well-known operation for aneurysm. 

Various surgical procedures were now carried out and similar prog- 
ress was made in gynecology. Specialists operated on the female genital 
organs, removing small growths from the cervix, sometimes attempt- 
ing hysterectomy, and performing plastic operations in cases of atresia 
and other conditions. The vaginal speculum was in use before the 
year 79 a.p. in which year Hereulaneum and Pompeii were destroyed, 
and in the ruins of these cities a three-bladed speculum was discovered 
in the beginning of this century. In obstetric cases when the necessity 
arose the child was removed by the operation of embryotomy and, 
cesarean section was oceasionally practiced. Many instruments were 
now in use such as needles and forceps of various shapes and kinds, 
catheters, cupping instruments. sharp and blunt hooks, cauteries, 
knives, lancets, bistouries, rectal and vaginal specula. 

Aretaeus, who lived about in the middle of the second century of the 
Christian era is remembered by his work on Acute and Chronic 
Diseases. In the section of Chronic Diseases there is a chapter ‘‘on af- 
fections of the womb of hysteries.’’ Abstracts from which are as fol- 
lows: the uterus in women is benefited by purgation and parturition, 
but it is the common source of innumerable and bad diseases. The 
chronic affections are the two species of fluor; hardness; uleers, part 
mild but part malignant; prolapsus of the whole or of part of the 
uterus. He describes a red and white fluor. Also various uleers from 
the mild to the phagadenie and carcinomatous types are described. 
He adds nothing new to what has already been said about the causes 
and treatment of prolapsed uterus. 

Claudius Galenus, one of the greatest contributors to medical science 
was born at Pergamus, in Mysia, 130 a.p. He is said to have composed 
at least four hundred distinct treatises and, as these deal with every 
branch of medicine, his works were for centuries the standard author- 
ity on all things medical, but it is surprising that amidst this wealth 
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of ancient learning, there is no systematic treatise on gynecology. 
Throughout his various writings, however, scattered remarks concern- 
ing the diseases peculiar to women are found but are so lacking in 
detail, that they are of no value. 

Galen, like other ancient authors sought to establish an analogy 
between the male and female parts of the genital organs. Thus he 
endeavored to show that the labia are analogous to the prepuce of 
male, the uterus to correspond to the scrotum, and the ovaries to the 
testicles. The canal of the uterus that receives the sperm of the male 
is called the neck, and it opens into the vagina. The cornua are for 
conducting the sperm of the female’s testicles; there horns are turned 
towards the iliae fossae, and growing gradually attenuated, they ter- 
minate by the extremities becoming very narrow, each being attached 
to an ovary situated on either side. 

He explained that the various displacements of the womb are due 
to the retention of the menses which causes a congestion of the liga- 
ments. Deviation to either side depended on the unequal congestion 
of the ligaments. 

If the menses are suppressed and the patient has nausea and a de- 
ranged appetite, the midwife must examine the neck of the womb with 
her finger and if she finds it closed but without being hard then this is 
a sign that the patient is pregnant. When the mouth of the womb is 
closed and the neck is at the same time hard to the touch, this points 
to the uterus being diseased, and the midwife must then make a eare- 
ful examination by touch to find out towards which part the uterus 
is inclined or displaced, for it will be there that the uterine disease 
will be found. In some eases there will be pain and bearing down on 
the affected side, the pain affecting also the hip region, while the 
patient will limp with the leg of the affected side in walking. Then 
he describes the development of a pelvic abscess from cellulitis and 
mentions incision when pointing in the loin and remarks about the 
complications as fistula into the colon. 

In his description of the anatomy of the uterus and fallopian tubes 
his knowledge was not obtained by first-hand study. Although his 
knowledge was second-hand or derived from animals, he was the first 
to clearly point out that the fallopian tubes were pervious and that 
they conveyed the ova to the uterus. These points were entirely 
missed by Soranus and the other ancient writers. 

Thus, it is seen that Galen did not attempt the difficult problems of 
gynecology but mentioned the commoner complaints of women such as 
suppression of the menses, menorrhagia and the flux, therefore, his 
contribution to gynecology was small and to operative procedures, 
nothing. 

The works of Galen represent the highest point to which medical 
science attained in ancient times and after his death (a.p. 200), an 
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abrupt decline occurred, so that the works encountered for the next 
thousand years are but the shadows of those written by Galen and his 
predecessors. In regards to gynecology, Soranus is the outstanding 
figure among the ancients. The rapid decline of intellectual vigor and 
original research is shown by the subject material and language. 

With the fall of the Roman state the further progress of medicine 
is to be recorded from Byzantium where science and learning were 
destined to lead a sickly existence for a thousand years. For Con- 
stantine made Byzantium the eapital of the empire (328 A.p.) after he 
had captured Rome 312 a.p., and defeated his rival Lieinius in 323 4p, 
Thus it is seen that medicine returned to its source, Greece. 

Another influence on medical progress also developed. Christianity 
was gradually developing and growing so that at this time the rich 
and powerful had become converted to its tenets, even Constantine, 
the autocrat of the empire. <As the church believed in the preternatural 
it was, therefore, antagonistic to science in all its branches, and re- 
placed scientific medicine by a system of faith-healing, in’ which 
miracles, prayers, charms, and amulets occupied the foreground. 
Anatomy suffered most for dissection was not allowed, not even on 
animals. The redeeming point of the Christian influence was the es- 
tablishment of hospitals, which were supported by contributions from 
charitable people. 

Fabiola founded the first Christian infirmary at Rome, at the close 
of the fourth century ; St. Basil established a large charity at Caesarea, 
while at Edessa, Bishop Rabboula built a hospital which was exelu- 
sively for women. Foundling hospitals came into existence first at 
Treves, then at Angers and Milan. 

Now follows the work of compilers such as Oribasius, Aetius and 
-aulus Aegineta who copied what was valuable in the work of their 
predecessors but they have given little that was original. The reason 
was as stated above, that original research was checked by the con- 
trolling power, the church. But these authors warrant notice because 
of the enormous work that they carried out. 

Oribasius who was born about $25 a.p. at Pergamus, compiled an 
encyclopedia which was an epitome of Galen’s works and extracts 
of other authors. Therefore, he had nothing original to say, but his 
work is of value because it gives glimpses of other men’s works which 
have not been found. Passages taken from his work concerning gyne- 


cology are as follows: Reetal injections of milk are recommended in 
cases of inflammation of the bladder or the uterus. The uterus has a 
certain affinity in suffering with the colon; it is natural, therefore, to 
suppose that, in case of inflammation of the uterus injections into the 
colon will have a soothing effect. Oil and a decoction of linseed meal 
are recommended for such injections. Not only is the position of the 
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patient during the administration of an enema described but also the 
various causes that prevent the fluid from being suecessfully injected 
are dealt with. 

Fumigation is deseribed as recommended by <Antyllus and_ the 
method is the same as described above in the IHippoeratie works. 

The means for inereasing the flow of milk or for increasing the 
menstrual flow as given by Galen are noted. The view is held that 
the same substances that will excite the secretion of milk will also 
increase the periods sinee the blood contained in the veins is the 
source common to both. Oribasius observes that there are veins which 
are common to both the breasts and the uterus, and that if the blood 
is carried more to one of the parts than to the other, the part deprived 
of the blood becomes, for the time, devoid of secretion. 

Galen’s deseription of the fallopian tubes conveying the sperm from 
the ovaries to the uterus is present and also Soranus’ idea that the 
ovaries discharged their produets into the bladder. Galen’s observa- 
tion is as follows: The epididymes of females are not manifest, 
because the testicles (ovaries) and the sperm vessels (tubes) are 
equally small, indeed the testicles, which are much smaller than in 
the male, are situated in the lower region of the abdomen by the side 
of the fundus of the uterus, one on each side and they receive twisted 
vessels similar to those that exist in the male. The female ejaculates 


her sperm into the uterus and it is warm but less abundant than in 
the male. In consequence the vessel that takes its rise in the testicle 
implants itself in the horn of the uterus, and is full of sperm, and 
pours through the horns of the uterus by means of a narrow orifice a 
similar fluid into the eavity of the uterus.’’ Thus it is seen that Galen 
hit upon the function of the fallopian tube, but he did not recognize 
that the ovum was the body transmitted but mistook the normal 
secretion of the tube for the sperm of the female, and imagined that 
this had been secreted by the ovaries. 

As mentioned before Oribasius did not contribute anything original 
to progress of medicine and to give further extracts of his work is 
but to repeat what has been said of the preceding men’s works. 

The next author, Moschion, was supposed to have lived during the fifth 
or sixth century A.p. and was considered an original writer until the nine- 
teenth century. Several new Greek works were translated by Dewez, 
Dietz, Ermerins, Rose, and Herrgott who proved that Moschion was 
merely an abbreviator of Soranus. His work was in the form of a 
ecompend. Therefore nothing can be added by quoting extracts from 
his work. 

Aetius, who lived in the middle of the sixth century, and was the 
chief officer in attendance on the Emperor, probably Justinian I 
(827 to 565 a.p.) though also a compiler contributed some new informa- 
tion in his works. He was the first writer to mention such Eastern 
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drugs as cloves and camphor, and he was the first important Christian 
Greek author on medicine, whose works we possess, who has left ys 
examples of the spells and charms in use in his day. 

In the physical examination of the pelvic organs, palpation, per. 
cussion and inspection are frequently mentioned. They are well de. 
seribed in the diagnosis of a fibroid from ascites and pregnancy. 
Vaginal examinations was employed for diagnosis, both digitally and 
by speculum. In the chapter on inflammation of the uterus it is noted 
that if a vaginal examination be made and the finger be placed in the 
os, it will be found hard and closed, hot and retracted, especially if 
the inflammation is in the cervieal portion of the uterus. Also the 
direction in which the uterus is inclined may be told by the intro- 
duction of the finger into the vagina. Both hands were used in some 
cases ; the patient being placed in position two fingers of the left hand 
were inserted into the vagina, while the right hand compressed the 
bladder from above. Reetal examination was described in its appli- 
cation to reducing a retroflexed uterus or to palpate a calculus of the 
womb. 

As to the various positions of the patient for examination or treat- 
ment the lithotomy position is described as well as the knee-elbow 
and lateral positions. 

The various therapeutic agents alluded to by Aetius had been de- 
seribed already by the previous authors, therefore, need not be re- 
peated. The mechanical pessary is not yet mentioned. Aetius, however, 
was the first to have mentioned the use of sponge tents for the pur- 
pose of dilating the cervix. 

The anatomy of the uterus is described; first, the synonyms, metra, 
matrix, and hystera are given with their various origins; second, the 
situation is mentioned which is probably from Galen. In the taking 
the last from Galen, he follows him in his mistake by saying that the 
fundus extends far beyond the bladder, reaching up to near the un- 
bilicus. He remarks that the fundus is similar in shape to the blad- 
der, but it differs from that organ in having nipple-like projections, 
called ecornua, produced from either side and facing toward the loins. 
The cornua run upwards, then downwards and become gradually nar- 
rower, so as to resemble veins. These narrowed portions of the horns 
with sinuous curves reach to ‘the ovaries, which are placed by the 
side of the uterus, one ovary on either side of the fundus close to the 
cornua, and through these sinuous curves of the cornua the uterus 
draws the semen from the ovaries during coitus. 

His description of pelvic suppuration was taken from Archigenes. 
The origin of this infection he thought was from preceding inflam- 
mation, as a rule elsewhere in the body. ‘To aid the suppuration, he 
suggested poultices containing linseed-meal, turpentine and other sub- 
stanees which were applied to the lower portion of the abdomen and 
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to the lumbar regions. He also suggested, to foment the vagina with 
a sponge and conduct into it vapors by means of a reed which was in- 
serted into the perforated cover of a jar. Sitz-baths of fluids with 
drawing properties were also advised. 

In the directions for operating on an abscess situated about the 
mouth of the womb, he cautions not to be too prompt in having re- 
source to incision but to wait until the disease is matured and the 
inflammation has increased to its utmost and the parts pressing on the 
pus are thinned. After describing the lithotomy position with legs 
drawn up and separated, he tells of inserting a speculum, of such size 
as is proportionate to the age. When the abscess is exposed and is 
found to be soft, then its apex is to be divided with the sealpel or 
sharpened probe. After the pus has been evacuated a very soft tent 
soaked in rose-oil is placed in the incision, or, rather away from the 
opening in the vagina of the patient, so as not to produce compression. 
The vulva and loins are to be covered by unwashed or clean wool that 
has been dipped in oil, and that on the third day the patient should 
have a sitz-bath, followed by the introduction of a tent. If the part 
is cleansed with difficulty, an injection of the decoction of iris may be 
thrown up with an ear-syringe. The various complications of an un- 
opened abscess are mentioned, such as rupture into the. bladder, ree- 
tum, vagina, peritoneal cavity or out through the skin. 

Among the affections of the uterus, stenosis and rigidity of the 
cervix are given as causes for sterility and for dangerous parturition. 
He indicates that inflammation may be induced when dilatation is per- 
formed. Lacerations of the cervix were recognized as end-results of 
difficult parturition on account of the size of the child’s head; while 
those of the pudendum were produced by the eseape of irritating 
humours. Erosion of the cervix is given as a cause of menorrhagia. 
Uleeration of the uterus is due to an eroding flux, to injuries from acrid 
medications, from the bursting of an abscess, from difficult labor, after 
extraction of the fetus or from the latter becoming corrupted. Shoot- 
ing pains are present in the parts affected, while, if the ulcer is foul 
and fetid sanious discharges may be produced, and also reflex symp- 
toms, such as pains in the head, eyes, and hands. The treatment given 
is sitz-baths, injections, pessaries, and a decoction of poppy-heads is 
recommended when the pains are severe. 

Carcinoma of the uterus is deseribed clinically but no operative 
procedures are mentioned. Remedies are given to alleviate pain and 
stop hemorrhage. 


Inflammation of the uterus is discussed in detail as deseribed by 
Philumenus. In addition to the usual rest, massage, fomentations to 
the feet and hands, bleeding, pessaries and vaginal injections were 
practiced. 
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Aetius gives Aspasia’s views in describing displacements of the 
uterus. Although he gives some highly imaginative ideas as factors 
producing lateroversion such as the liver on the right, the spleen on 
the left, the results of the displacements were well described. Pro. 
lapse of the uterus is discussed as Soranus has, but his statement eon- 
cerning hysterectomy is interesting. He says that it is reported that 
when the whole uterus has become putrid, it has sometimes been re- 
moved and the woman has nevertheless gone on living. 

Fibromyoma of the uterus is mentioned and is called-a mole because 
the sufferers from the affection move with difficulty and slowness. 
While polyps of the uterus are described under the heading ‘‘ Deeauda,”’ 
because he says that the fleshy body springs from the mouth of the 
womb, filling the woman’s vagina and even projecting beyond the vulva 
like a tail. 

Under affections of the vagina and vulva, atresia of the vagina and 
atresia of the hymen are well described, differentiated and surgical 
treatment given which is supplemented by such remedies as will aid the 
cure by causing suppuration. The cicatrix is prevented from eon- 
tracting down by dilatations with the speculum and by a tube made 
of tin. Benign and malignant papillomata were also observed and 
surgical removal of the former is advised while he advises against ex- 
cision of the latter form because of the bleeding. 

In treating menorrhagia and metrorrhagia, Aetius advises putting 
ligatures round the extremities and bandages around the arm pits and 
groins. He also uses injections and astringent remedies. Amenorrhea 
is dealt with very thoroughly. Dysmenorrhea is merely an extrac- 
tion of Soranus’ chapter. 

Excision of the Nympha (clitoris) was performed if it was very 
large for it was considered a shameful deformity and when irritated 
by the woman’s clothing, it excited the woman to venery. 

It is thus seen that although Aetius is only a compiler his works at 
least give an insight into the works of the men of his time or his 
predecessors, the originals of which have not yet been found. 

Paulus Aegineta, the next author to be considered, of whose life 
nothing is known, lived in the sixth century A.p. His works are com- 
pilations of a learned physician, a skillful surgeon and a man well 
versed in gynecology. He drew his material from all available sources 
particularly from Galen, Oribasius, Aetius, and Alexander Trallianus, 
although he seldom acknowledges the authorities from whom he de- 
rives his facts. Paulus appears to be the first instance of a profes- 
sional man midwife. His works justify no summary for they are 
merely repetitions of works already described above with only few 
exceptions. Thus, on pessaries, from Antyllus, he deseribed three dif- 
ferent kinds. The emollient, the astringent and the anastomotive. 
They were applied to the womb. The emollient were prepared from 
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Tuscon wax, the oil of privet and of lilies, the fat of geese and of 
fowls, unsalted butter, burnt resin, stags’ marrow and fenugreek, and 
are used in inflammations and ulcerations of the womb. The anasto- 
motive were prepared from honey, mugwort, dittany, the juice of cab- 
bage, liquorice, the juice horehound, rue and scammony and are used 
to open the mouths of the vessels as in the ease where the menstrual 
purgation has been stopped or to correct the state of the womb when 
it is shut up or contracted. The astringent were used to restrain the 
female discharges, to contract the womb when it was open and to 
force it upwards when prolapsed. The pessary is made from wool 
into a narrow tent which is doubled and dipped in the medicine and 
applied to the mouth of the womb, having a long thread attached to 
it to draw down the pessary readily when it is thought proper. 

Paulus gives an extensive exposition on the closure of abdominal 
wounds, as to method employed, suture material used and the after-care. 


With the death of Paulus Aegineta, the last of the eminent Greek 
authors on medicine passed away. Although Constantinople was not 
conquered by the Turks until 1453, nevertheless there was no medical 
writer connected with that city worthy of mention after Paulus’ 
death, except perhaps Actuarius, who lived there as court physician 
(1000 a.p.) and in whose works there are a few references to the diseases 
of women. 

In 646 a.p. Alexandria was captured by Amrou during the Caliphate 
of Omar I] who expelled the professors from their seats of learning, 
pillaged the city and burnt the great library of 700,000 volumes. Some 
of the medical works must have been rescued, however, for it was from 
these remnants that the Arabians copied their knowledge. They con- 
tributed nothing new for they had a very limited experience in gyne- 
cology. The religious laws of the people forbade a man to examine the 
genital organs of a woman, in consequence of which gynecology and 
obstetrics were left in the hands of women, who not only did the minor 
operations, but even performed embryotomy and lithotomy. 

Many works were conveyed to Greece and Italy which were trans- 
lated into Latin, and formed a valuable foundation for the revival of 
learning during the fifteenth century. Therefore, the contributions to 
gynecology by the ancients ceased with the death of Paulus Aegineta. 
The science of medicine was buried during the dark ages and it was 
not until about the fifteenth century that its resurrection occurred. 
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Selected Abstracts 


Miscellaneous 


Edelberg, H., and Galant, J. S.: Essential Dyspareunia. Monatsschrift fiir 
Geburtshilfe und Gyniikologie, 1924, Ixvii, 327. 


According to Kehrer, 70 per cent of all women have dyspareunia, i.e., lack of 
sensation during coitus. He claims that there is a connection between dyspareunia 
and sterility, myomas, ovarian cysts, ete. A temporary dyspareunia is a physi- 
ologic phenomenon at the beginning of sexual life. 

Essential dyspareunia is an affection in which there is a high grade of frigidity 
in the presence of normal genitalia and normal habitus. It is an inhibition of 
libido, and the patients have neither desire nor orgasm. There is a familial form 
of dyspareunia and a type due to psychoneurotie degeneration. Acquired dys- 
pareunia can follow sex perversion and excesses or abnormal coital practices (coitus 
interruptus) and psychie inhibitions, such as aversion, fear, ete. In the therapy 
of essential dyspareunia one should avoid aphrodisiacs, massage of the external 
genitalia, faradization of the clitoris, and similar procedures. One should resort 
to psychotherapy and to means of strengthening the body. After a long period 
of dyspareunia there frequently occurs a defense reflex which results in vaginismus, 
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Helwig, Ferdinand C.: Actinomycocis of the Ovary and Tube. Surgery, Gyne- 
ecology and Obstetrics, 1925, xl, 502. 


Actinomycocis of the internal female genital tract occurs more frequently than 
is commonly supposed. Of the 30 cases listed, the ovaries alone were involved 
in 12 instances, the parametrium in 5, the ovaries and tubes in 4, the tubes alone 
in 4, and combinations of the tubes, ovaries, uterus, and adnexa make up the 
remainder of the cases. . 

Diagnosis: Actinomycocis is primarily a tumor with the structural resemblance 
of a neoplasm, but being essentially inflammatory, search for the elements of 
inflammation is imperative. Microscopie examination often fails to bring out the 
fungus immediately and, in the absence of the canary-colored granules, the diagnosis 
may remain doubtful. The irregular pockets of pus with old sinuses separated by 
dense hyaline fibrous stroma, associated with the presence of polymorphonuclear 
leucocytes, surrounded by mononuclear cells should always suggest the possibility 
of an actinomycotic infection, but demonstration of the typical fungus colony 
with its radiation clubs is necessary for an absolute diagnosis. 

Prognosis: In ease secondary bacterial invasion takes place the patient may 
spontaneously recover, as the actinomyces are very susceptible to bacteria and 
are killed off by them. Every case is, however, an entity in itself and when 
complete surgical removal is .impossible ‘with an uncomplicated infection the prog- 
nosis is extremely bad. 

Treatment: Early surgical intervention with an attempt to remove all of the 
diseased tissue is, of course, the only procedure. Wm. C. HENSKE. 


Palmer, A. C.: Perforation of the Uterus With Evisceration of the Intestine. 
The Clinical Journal (London), 1924, liii, 625. 


The author reports eleven cases from German literature and three from English 
literature in which a portion of intestine was pulled through the uterus either 
in examination or during intrauterine operation. In every instance a forceps or 
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eurette of some sort had been employed. The patient, in the author’s own ease, 
was a woman apparently about six weeks pregnant. Another physician had 
diagnosed an incomplete miscarriage. When the writer saw her in consultation, 
a mass was protruding from the cervix which he suspected to be intestine. The 
patient was apparently well and complained of nothing. She said that she had 
first noticed the mass the day previously. Her bowels were moving regularly. 
At operation, through a low midline incision, a portion of small intestine, three 
feet and three inches, was resected and a drainage tube put into the pouch of 
Douglas. The patient had a stormy convalescence with much offensive vaginal 
discharge. She was discharged relieved fifty-six days after entering the hospital. 
A. C. WILLIAMSON. 


Temesvary, N.: The Region of the Clitoris. Archiv fiir Gyniikologie, 1924, exxii, 
102. 


The labia majora consist of ordinary epidermis with adipose tissue while the 
labia minora resemble mucous membrane. The nympholabial furrow between the 
prepuce and the labia majora contains the most abundant epithelium. The prepuce 
has the same anatomie structure as the labia minora. The body of the clitoris is 
traversed by erectile tissues extending from the median surfaces of the periosteum 
of pubic rami to the glans and surrounded by a definite tunica albuginea. The 
glans clitoridis is made up of squamous epithelium and cellular tissue. The corpus 
cavernosum in sexually mature individuals contains many smooth muscle fibers 
and many nerves and blood-vessels. The blood is supplied by the artery to the 
clitoris and the perineal artery which pass into wide venous lacunae of the corpora 
cavernosa without first passing throngh capillaries. The fibrous coat of the 
erectile bodies produces erections by putting the blood under tension and thus 
obliterating the normal curve of the clitoris. The smooth muscle fibers prevent 
the stagnation of exeess blood by keeping it in motion. The lymphaties form 
a deep and superficial plexus. The nerve endings are tactile or genital corpuscles 
and the nerves are derived from the pudendal plexus. The labia derive their 
nerve supply from the ilio-inguinal and genito-femoral nerves. The labia majora 
contain sweat, sebaceous, and mucous glands but no hair follicles. The clitoris 
contains practically no glands. Raten A. REIs. 


Sachs, H.: Pseudodiphtheria of the Female Genitalia. Medizinische Klinik, 1924, 
xx, 1503. 


Diphtheritic infection of the adult female genitalia is rare but pseudodiphtheritic 
bacilli are more frequently found than has hitherto been assumed. The author 
describes three cases typical of a large number he has seen. In all three patients 
the pseudodiphtheria affected an irritated vulva. They were in poor physical 
condition before the infection started and in all there had been some loeal dis- 
turbance. 

Pseudodiphtheria is characterized by mild, superficial neerosis, but bacterial 
studies should be made to verify the diagnosis. True diphtheria, eczema, and 
thrush must be ruled out. In true diphtheria there is, in addition to the local 
condition, an extragenital diphtheric infection, typieal fever, diphtherie par- 
alyses, and other toxie symptoms and prompt eure after the use of serum even 
if no local therapy is instituted. In most eases of true diphtheria of the vulva 
there is present diphtheria of the throat. Pseudodiphtheria is purely a local infee- 
tion, hence its prognosis is good. The therapy consists of local applications of 
from 1 to 2 per cent trypaflavine solution. The only safe way to differentiate 
diphtheria from pseudodiphtheria is by means of animal inoculations. 

J. P. GREENHILL. 
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Morris: On the Causes and Prevention of Maternal Morbidity and Mortality, 
Medical Journal of Australia, 1925, ii, 301. 


While the death rate from general causes has been declining, the puerperal 
mortality rate has been rising. The puerperal mortality rate is excessive and is 
capable of being reduced. Though actual statistics of maternal morbidity are not 
available, there is little doubt that the total maternal morbidity exceeds by far 
the mortality resulting from pregnancy and childbirth. 

Maternal mortality, and especially maternal morbidity, varies in direct pro- 
portion to the inefficiency or inadequacy of the professional care and supervision 
during the antenatal, natal, and postnatal periods. 

The midwife’s responsibility in the causation of maternal mortality is not as 
great as is customarily held; the medical profession must, individually and col- 
lectively, assume a larger share of such responsibility than has prevailed in the 
past. 

Artificial abortion probably plays an important part in the production of 
maternal morbidity and mortality. Venereal disease, especially gonorrhea, is 
a potent factor. 

Employment of women in Australia does not appear to have any marked effect 
on their maternal welfare. Insanitary conditions in the home have, apparently, 
little influence, at least on normal labors, though they probably increase the dan- 
ger in those cases involving operative interference. The control of puerperal sep- 
sis as a cause of maternal mortality in private practice has not been commen- 
surate with that affected in public hospitals. 

Operative procedures, especially delivery by forceps, are too frequently em- 
ployed and leave in their wake a certain proportion of mortality and a far 
greater amount of morbidity and ill health. 

Antenatal care and supervision afford a means of controlling much of the 
present maternal mortality and of eliminating most of the maternal morbidity. 
Its value is not fully recognized and, until it is, we shall not make any marked 
advance from the present unsatisfactory position. NORMAN F. MILLER. 


Evans and Cade: Ectopic Ovary. British Journal of Surgery, 1925, xiii, 182. 


Patient, aged twenty-two, had recurrent attacks of severe pain in the right 
side of the abdomen for eighteen months. These were sometimes accompanied 
by nausea and lasted about twelve hours, after which tenderness in the right 
iliac fossa persisted for several days. Periods were normal and not related to 
the attacks. 

Under the diagnosis of appendicitis, the abdomen was opened. The right 
normal sized ovary, attached to the right tube, was found on the outer side 
of the cecum, partly covered by peritoneum. The uterus was maldeveloped and 
resembled a left uterus unicornis. The right broad ligament was absent. From 
the ovary, a band extended towards the brim of the pelvis, where it bifureated, 
the part representing the round ligament entering the internal ring, the part 
representing the right cornu, extending to the uterus. The left side was essentially 
normal. Removal of the right ovary abolished the painful attacks. 

R. E. Wosus. 


: 
| 
| 
> 
ag 
: 
her 
J 
¥ 
cy 
4 


Correspondence 


Toxemia of Pregnancy, Pounds of Patience and a Dash of Nonsense 


To the Editor —I have just read, with great interest, the communication of Dr. 
Foster S. Kellogg in the January number of THe JOURNAL OF OBSTETRICS AND 
GYNECOLOGY anent my article Is Magnesium Sulphate Intravenously Warranted in 
Eclampsia? Clinical Results vs, Experimental Evidence, 

I had not intended to deal ‘‘inexorably’’ with any portion of Stander’s very 
valuable contribution, as I have always felt that there was nothing ‘‘inexorable’’ 
in science, except the truth, and we are still a long way from knowing the entire 
truth as to the toxemias of pregnancy. So, if my reply to Stander has impressed 
Kellogg as being ‘‘inexorable,’’ he must have been convinced of the truth of my 
position, in so far as it went. 

As the communication of Kellogg deals not only with my paper but also with 
Stander’s and Williams’ work, I shall avail myself of the space you so kindly 
offered me to comment in reply to such parts as deal with the intravenous magnesium 
sulphate treatment. In passing, however, it might not be out of place to point 
out that while Kellogg bestows very just and well-earned praise on Stander’s and 
Williams’ valuable contributions, yet he does not hesitate to differ from them in 
their classification of the toxemias and from some of their deductions. On the 
other hand, while criticizing me in my deductions and conclusions, he is, nevertheless, 
nearer to my position, as I am pleased to note that he is using intravenous MgSO, 
in the treatment of the eclamptie toxemia, even if only as an adjuvant measure, and 
this in the face of Stander’s warning that the practice is seemingly ‘‘dubious’’ 
and ‘‘unwarranted.’’ 

May I quote the following paragraph from Kellogg’s communication? ‘‘ Again, 
Lazard’s detailed cases in his last article, in which he attributes the delivery of a 
live child to the use of magnesium sulphate over rather prolonged periods in four 
eases, mostly chronic nephritics, is totally uneonvineing to us. In a study we made 
four or five years ago, under the title ‘Recurrent Toxemias of Pregnancy,’ eases 
of this sort repeatedly occurred and this long before we ever used a single dose of 
MgSO, intravenously or intramuscularly. Yet, here again further thought may 
make this use of the drug more convincing in this respect.’’ I fear Kellogg read 
my paper rather hastily, as I did not attribute the delivery of a living child in 
four cases to the use of MgSO,, but made that statement in regard to the first of 
the four eases reported at that time, in which ease, as a result of five pregnancies, 
the patient had only one living child. 

While the other cases reported were very gratifying and we were impressed with 
the possibility that the treatment was at least in part responsible for the carrying 
of the patient to term of viability, I made no such statement. The report of the 
cases probably impressed Kellogg in the same manner and, subconsciously, he as- 
sumed that I had made the statement. As to his argument that the cases are 
totally unconvincing, because he had seen the same thing occur repeatedly before 
he had ever used MgSO, intravenously or intramuscularly, the same argument can 
be used against any method of treatment of eclampsia, since which one of us, who 
has had any extended experience with eclamptics, has not seen recovery occur, 
after one, two, or even more convulsions, where there had been no treatment at all 
or in spite of the most irrational methods of treatment? In order to furnish a 


little food for additional thought on this matter, may I cite one of our most recent 
cases? 
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A gravida viii, a chronic nephritic, whose seven preceding pregnancies had been 
terminated early because of convulsive toxemia, with delivery of dead premature 
fetuses, the last one being one year before the present pregnaney and terminated at 
six months. She was advised by her doctor to be sterilized. She had two or three 
convulsive attacks before her admission in her eighth pregnaney; active eclamptic 
attack cleared under treatment; labor was induced twenty hours later; recurrence 
of convwsions during labor; spontaneous delivery of a living premature child 
weighing three and one-half pounds; rapid convalescence of mother and child. 
At eight weeks, baby was in good condition, weight six and one-half pounds. Mother 
had 175 «cc. of 10 per cent MgSO, in thirty-one hours. This patient as a result 
of eight pregnancies has one living child, which I hesitate to attribute to the MgSO, 
treatment, but which treatment I feel had some part in the happy outcome. This 
patient, when advised on her discharge that she would endanger her life if she under. 
took any more pregnancies, replied that she had received that advice before and 
had she taken it, she would not now have her baby; that if her baby lived, she 
would not try again; if it died, she would again make the attempt. 

Kellogg’s results with the intravenous magnesium sulphate in the true eelampties 
and in the chronie nephritics are similar to ours, in that in the nephritics there 
is but a temporary drop in the blood pressure or no drop at all. Other symptoms 
are usually improved, such as edema, increase in urinary output, relief of headache, 
ete. It is only by a close watching of the entire clinical picture that one can select 
the optimum time for the induction of labor which is usually necessary unless the 
patient be close to term. In not a few of our cases it was possible to carry the 
patient to a term of viability and deliver a living child. 

As to his ‘‘ geographic’’ classification of eclampsia, while as a native Angeleno | 
have been duly imbued with the booster spirit and fully appreciate the value of the 
slogan, ‘‘ Made in Los Angeles,’’ I would hesitate to accord our fair city the some 
what doubtful honor of a special ‘‘Los Angeles’’ brand of eclampsia. Yet, this 
may, in a measure, be true, for the Los Angeles General Hospital, being the only 
charity hospital in Los Angeles County, serves the poor of the entire county of 
something over four thousand square miles and of about two and a quarter millions 
of inhabitants. As a result, our eclamptics not infrequently first come under 
observation anywhere from two to eighteen hours after the onset of the active 
eclampsia and after transportation anywhere from one to twenty or more miles in 
that condition. 

To quote again from Kellogg’s communication: ‘‘To think with Lazard, that 
a single drug will influence the known progression of nephritis in pregnancy or the 
known irregularities of these progressions, or to think, once having seen at autopsy 
a dead eclamptic, that you can stop the definite progress of the disease without 
removing the cause, is to admit to an unbiased observer that too great enthusiasm 
to partial results has been aroused in an individual.’’ As to the first part of this 
statement, with regard to the nephritics, our results, even though they may be 
‘*partial’’ results (whatever that may mean), have convinced me (who may be a 
biased observer) that the known progress of the disease may be influenced by this 
therapy, as well as by other therapeutic measures. I do not mean by this that a 
nephritic condition can be cured by this means but that the acute symptoms of 
kidney insufficiency may be ameliorated to such an extent that it may be possible 
to earry such a patient to a viability of the fetus, even as nephritie patients not 
infrequently reach this stage and even full term without any special therapy. At 
all events, our results have been such, I believe, as to warrant the attempt, with a 
patient nearing the term of viability, in the interests of the child. 

As to the latter part of the statement in regard to the eclamptics, it seems to 
me to reveal an unexpected fatalistie attitude on the part of Kellogg in the presence 


See 
7 
an 
- 
A 


CORRESPONDENCE 293 


of eclampsia. It is hard to reconcile it with the statement a little further on, 
that ‘‘Finally, the abandonment of divulsion of the cervix and delivery, so that 
now, at least, by the Stroganoff method and its modifications, we allow such 
eclampties as are destined to live, to live is a wonderful advance.’’ If one cannot 
stop the progress of the disease without removing the cause, how ean the good 
results of the Stroganoff treatment, where the cause (the pregnancy) is not re 
moved and yet the progress of the disease is so often stopped, be explained? 
(eg., the fairly large percentage of ‘¢intercurrent’’ eclampsias, under various 
expectant treutments.) If one is to accept Kellogg's reasoning, one must be com- 
mitted to the termination of pregnancy in all cases, or allow those ‘‘ destined to 
live,’’? to live without any medication, which by this line of reasoning would be in- 
effective. 

It is hard to understand how any such rapidly acute disease, presenting the 
extensive pathologie picture at autopsy that eclampsia does, is ever recovered from, 
and I have often wondered how much liver and kidney involvement may have been 
present in some of the severe eclumptics who recovered and where entire resolution 
must have taken place. 

A final quotation: ‘‘Lee Dorsett’s wonderful series of eclamptics treated only 
with MgSO, intramuscularly, together with the work of Lazard and others, have 
shown at least that magnesium sulphate is nearly always a controller of eclamptie 
convulsions and that is all that it has shown, and that is of great importance.’’ 

To the italicized portion of that statement I must take exception, because we 
have regularly noted that in addition to the control of the convulsions there was a 
rapid diminution of edema, marked increase in diuresis, and a comparatively rapid 
clearing of the coma in most cases, and these results have been noted by others as 
well. 

I hope that nothing I have written in the paper referred to or in this communieca- 
tion will tend to intensify any fancied difference of viewpoint between laboratory 
worker and clinician, for I, too, appreciate the invaluable aid the laboratory is to 
the clinician, both in working out problems of etiology and treatment and in the 
eare of the individual patient. Indeed the clinical use of magnesium sulphate for 
the control of convulsions, whether by the intravenous, intramuseular, or any other 
route, is based on the pioneer experimental work of Meltzer and Auer in working 
out the effects of the drug on the nervous system. 

Kellogg states that ‘‘until somebody demonstrates the cause of toxemia of 
pregnancy and the definite therapeutic means of removing the cause . . . interference 
with the pregnancy prior to the convulsions is the main therapeutic agent at our 
command,’’ ete. If he means by this that such interference must remain our 
main therapeutic agent until some one demonstrates a specific cause of eclampsia 
and furnishes a specific remedy, then I believe interference with the pregnancy 
will continue to be his main therapeutie resource. For my part, I have long felt 
that the search for a specific cause of the toxemias of pregnancy is destined to be a 
futile one, and I expressed my opinion to that effect in a recent article (‘‘ Eclamptie 
Toxemias and Indications for Treatment,’’ American Journal of Surgery, November, 
1927). That I am not alone in this opinion is evidenced by a similar statement of 
Corwin and Herrick in their recent article (‘* The Toxemias of Pregnancy in Relation 
to Chronie Cardiovaseular and Renal Disease,’? AMERICAN JOURNAL OF OBSTETRICS 
AND GYNECOLOGY, December, 1927). 


In conclusion, may I be permitted to add that since the publication of our 
collective report (AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY, July, 1926), 
which contained fifty-four of our convulsive toxemias at the Los Angeles General 
Hospital, we have had at that hospital thirty-five additional cases, with four deaths. 
This gives us a gross mortality in the entire series of 89 cases, of thirteen deaths. 
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14.6 per cent, in contrast with our former gross mortality of 36 per cent in this 
class of cases. In our report we felt justified in correcting our mortality to 11.5 
per cent for our General Hospital eases (one death from sepsis after recovery 
from eclampsia figured as a recovery, one death in uremic coma after control of 
convulsions with no liver changes and advanced kidney changes at autopsy and one 
patient moribund when admitted, thrown out). Of the four deaths in the last 
thirty-four cases, one patient was admitted, eighteen hours after delivery and about 
eight hours after onset of eclampsia, in a moribund condition, dying within three 
hours of admission. So that our present corrected mortality for the general hospital 
cases is nine deaths in 86 cases, a trifle less than 10.5 per cent. 

I trust that nothing that I have written will be considered ‘‘acrimonious’’ or 
tending to emphasize a difference of viewpoints of the laboratory worker and the 
clinicians, for it is only by a frank interchange of opinions and experiences that we 
ean arrive at the goal for which we are all striving: clinical results and the welfare 
of our patients. I most heartily agree with Kellogg in his suggestion of the ap- 
pointment of a committee from the representative obstetric societies for the purpose 
of establishing, not only a working index and classification but also to consider any 
therapeutic advances in the solution of our great problem. 


E. M. LAZArp, 
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